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EARLY DIAGNOSIS OF CARCINOMA OF THE STOMACH 


Hu C. Myers, M.D., Philippi, W. Va. 


Carcinoma of the stomach remains one of the major 
problems in medicine today, in spite of the fact that 
tremendous strides have been made in diagnosis and 
management of this disease. Accurate figures are not 
available for the early part of the century or for the 
last two years, but a fairly accurate comparison can 
be made. In 1903 the National Office of Vital Statistics 
reported a death rate of 25.1 per 100,000 population 
from carcinoma of the stomach and liver. Fifty years 
later, in 1953, it reported a death rate cf 21.4 from the 
same diseases. If we allow for an increase in accuracy 
in diagnosis in recent vears, this could not be con- 
sidered a significant decrease in mortality. The 1953 
figure is divided into 14.8 for carcinoma of the stomach 
and 6.6 for carcinoma of the liver. If the same mor- 
tality rate prevails, over 23,000 deaths can be pre- 
dicted in the United States from carcinoma of the 
stomach in 1956. The means are available to reduce 
this toll of lives, but as yet too little seems to have 
been done on a wide scale to take advantage of im- 
provements in diagnosis and therapy. This appears to 
be caused by a widespread fatalistic attitude toward 
cancer of the stomach by a large number of laymen 
and physicians alike. 


Method of Study 


An attempt to discover the source of the cause of the 
continuing high mortality from carcinoma of the 
stomach led me to make an analysis of the cases seen 
in the Broaddus Hospital over the last 20 vears. The 
cases of untreated patients as well as those of the 
treated ones were studied. The total number was 106. 
Sixty-five per cent of the cases were inoperable when 
first seen. Some of the patients were even in a mori- 
bund state and died a short time after admission to 
the hospital. Other cases were so advanced that the 
patients could be treated only by palliative operations 
such as gastroenterostomy or gastrostomy or by irradi- 
ation (x-ray therapy or radioactive cobalt teletherapy). 
In some cases only exploration and biopsy was done, 
when the lesion was not obstructive in type and when 
widespread metastasis or extension to adjacent organs 
had occurred. 


* Anaylsis of the histories of 106 patients with car- 
cinoma of the stomach showed that the early symp- 
toms (especially flatulence and anorexia) often 
preceded the epigastric pain that brought the patient 
to the physician. The disease progresses so fast that 
the emphasis in the future will have to be on the vague 
early symptoms. A patient over 40 in whom anorexia, 
gas, fulness, and indigestion have persisted longer 
than a week requires thorough examination. If an 
inconclusive filling defect is found in the first series 
of roentgenograms, he should not be allowed to 
wait longer than five days before he is reexamined. 
In the cases here studied the average time from the 
development of symptoms until inoperability was 
proved was 6.6 months. 


The operative rate tor all years was 63% and for the 
past five years, 90%. The resection rate for all years 
was 35% and for the past five years, 61%. There were 
37 gastrectomies. The mortality rate for all resections 
was 11%, and for the past five vears there was no 
mortality. To calculate the five-year survival rate, | 
used all cases seen from 1936 through 1950. During 
that period there were 17 gastric resections. Six pa- 
tients lived longer than five years, making an over-all 
five-year survival rate of 9%. When the patients in 
whom gastrectomy was done were considered alone, 
the five-vear survival rate was 35°. When those in 
whom the neoplasm was grossly confined to the 
stomach were considered alone, the five-year survival 
rate was 66%. From this projection it soon becomes 
apparent that an opportunity for marked improve- 
ment in results is offered by diagnosis and resection 
before the carcinoma has spread bevond the stomach. 

\Mlost writers on the subject of carcinoma of the 
stomach have stressed early diagnosis as the first re- 
quirement for cure, but they do not define the term 
early. Does it mean a day, a week, a month, or a year? 
How much time is available for making a positive 
diagnosis? How soon are patients being seen by a 
physician, and how soon are they being subjected to 
gastrectomy? An answer to these questions was sought 
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in this study. All of the necessary information was not 
available on every patient, and some cases, theretore, 
could not be used in every phase of the analysis. How- 
ever, every patient who had a gastric resection more 
than five vears ago was included; each of these pa- 
tients has been traced and his present status is known. 


Natural History of the Disease 


An interesting finding, which helped to answer 
some of the questions about early diagnosis, was the 
histories of 26 patients who had refused treatment, or 
who had not been treated for some other reason, and 


Stages of carcinoma of the stomach in the 6.6-month period 
(average time from development of symptoms until inoperability 
was proved ). Left, during first 2.2-month period the disease was 
localized to stomach wall (operable). Center, during second 
2.2-month period metastasis occurs to the regional nodes ( doubt- 
ful). Right, in last 2.2-month period widespread metastases 
(inoperable ). 


whose records were complete enough for analysis. The 
date of onset of symptoms, the date of death, and the 
date when each case was proved inoperable because 
of widespread metastasis was recorded in each in- 
stance. The length of life after onset of the initial 
symptoms in these cases ranged from | to 27 months. 
The median was 10 months, and the average was 10.5 
months. In analyzing the cases that fall in the 46 to 54 
percentile range, | found that the average time from 
the development of symptoms until inoperability was 
proved (by exploratory laparotomy or other evidence 
of widespread metastasis) was 6.6 months. An attempt 
was made to deduce from these data conclusions that 
would indicate the natural history of the disease. Dur- 
ing the first part of the 6.6 months the disease is usual- 
ly localized to the stomach wall (as shown by many 
reported five-vear survivals in this stage ') and is, there- 
fore, curable by gastric resection. Following the cur- 
able period metastasis occurs to the regional nodes, 
but in some instances the disease remains completely 
resectable and, therefore, still curable. In the latter 
part of the 6.6 months there are widespread metastases, 
and the condition becomes completely incurable (see 
figure). 

There is no way to determine the exact length of 
these three periods, but, since the growth of carcinoma 
of the stomach is fairly constant after the onset of 
symptoms, it seems safe to assume that the periods 
would be approximately of equal length, or 2.2 months 
each. It is recognized that this deduction can produce 
only approximate figures and also that the length of 
these periods will vary with each patient and with the 
grade of malignancy of the tumor; however, this de- 
duction gives us working figures that should be useful 
in lay and professional education. 

In this series of cases, then, the length of time after 
symptoms appeared until the carcinoma of the stom- 
ach was incurable was very short. This gives emphasis 
to the need for a prompt and vigorous attack on the 
problem of early diagnosis. The members of our tumor 
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clinic had recognized this several years ago, and, while 
formerly we would wait a month to repeat the x-ray 
studies in doubtful cases, we reduced the time to two 
weeks, then to one week, and finally settled on five 
days as being the maximum time that we should wait 
to check questionable gastric deformities. At the 
present time, if the stomach presents a filling defect in 
the first series of roentgenograms but a_ definite 
carcinoma does not appear, we give anticholinergic 
drugs in adequate doses and check the area carefully 
five days later. If the defect is still present, an explora- 
tory operation is advised without further delay. 


Recognition of Early Symptoms 


In nine of the patients, the curable time after the 
development of symptoms was so short as to be almost 
nonexistent (35% of patients lived six months or less 
from the onset of symptoms). This corresponds closely 
with the 37% of pathological specimens showing 
undifferentiated carcinoma of the stomach in the 
specimens examined by our prthologist since 1947. Pre- 
sumably, most of these patients, who lived six months 
or less, had anaplastic carcinoma, although some may 
have died from pyloric obstruction. The symptoms 
that were found in the records of these patients are 
listed in the table. The five most common symptoms 
were loss of appetite, gas, nausea, epigastric pain, and 
loss of weight. The term indigestion was used in de- 
scribing their symptoms by only 37% of these patients. 

An attempt was made to determine the first symp- 
tom that the patient had, but all of the records were 
not discriminative in that regard. By far the most 
frequently given initial symptom was epigastric pain. 
Some of these patients have subsequently been asked 
again about their first symptoms, and almost invari- 
ably they state that there was an interval in which 
there was indigestion, loss of appetite, fulness, gas, or 
other vague symptom or group of symptoms for a 
period of time before the pain began. In analyzing 
these contradictory statements the conclusion was 


Symptoms as Given by 106 Patients with Carcinoma 
of the Stomach 


Karly Symptoms No. Late Symptoms No. 

Fullness in epigastrium ........ 29 51 

Tumor (felt by patient) ...... 

20 

10 


reached that pain, when it arrived, so overshadowed 
the minor symptoms that preceded it that the patient 
disregarded his previous minor complaints when giv- 
ing the history. It is significant to note that, of the six 
patients in this series who survived over five years 
after gastric resection, only one complained of epi- 
gastric pain. The others had minor symptoms only. 
This fact further stressed the need for detecting the 
neoplasm in its early stages. 

Until a practical method of screening is developed, 
early diagnosis will depend upon the importance that 
laymen and physicians place on vague symptoms, such 
as anorexia, gas, fulness, and indigestion, that appear 
in patients over 40 years of age and that persist more 
than a week. The final diagnosis must be made, of 
course, by x-ray examination, gastric analysis, gastro- 
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scopy. exfoliative cytology. examination of the stools 
for blood, and, in some cases, exploratory laparotomy; 
however, these examinations will seldom be done 
early unless we heed the initial warnings of cancer, 
which are always vague. The early symptoms are the 
stones that make the foundation on which the house 
of diagnosis and management is built; without the 
foundation, there can be no house. 

In the study, I also became interested in determin- 
ing what progress was being made in early diagnosis 
in this rural area of West Virginia. To secure compara- 
tive figures, the cases were divided into two groups: 
(1) those patients seen in the period 1936 to 1945 and 
(2) those patients coming for examination between 
1946 and 1955. Delay was also divided into two parts: 
(1) failure of the patient to go to a physician for one 
month after the development of symptoms and (2) 
delay of one month between examination and opera- 
tion. The first is patient delay. The second may be 
physician delay, patient defiy, or a combination delay. 
The results of the analysis show a creditable decline 
in delay before examination. from 77% in the first 
10-year period to 40% in the second period. The 
American Cancer Society, the press, radio, television. 
and the participating physicians can take pride in this 
achievement, but the figures show that there is still 
need for further lay education. 

Delay after examination decreased from 88% in the 
1936-1945 period to 54% in the 1946-1955 period. This 
also is a notable achievement; however, a delay of 
54% points to the need for a more vigorous approach 
to the problem of prompt diagnosis and prompt action, 
since gastric resection is the only hope of cure and 
since the operation must be performed in the short 
period before distant metastasis has occurred, 
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Summary and Conclusions 


The mortality rate for carcinoma of the stomach has 
decreased little in the United States in the past 50 
vears. High five-vear survival rates (over 50%) have 
been reported by many surgeons in cases where the 
neoplasm is confined to the stomach and adjacent 
lymph nodes. The chief deterrent to cure is delay in 
diagnosis. The main reason for delay in diagnosis is 
that patients and even physicians frequently fail to 
take seriously the early symptoms of carcinoma of the 
stomach (loss of appetite, indigestion, gas, and fulness). 
The natural course of carcinoma of the stomach is 
progressive and fairly rapid. The median time for 
making a diagnosis after the onset of symptoms and 
before metastasis had occurred was found to be ap- 
proximately 2.2 months. Because the time for making 
a diagnosis in the curable period is so short, more edu- 
cational effort is needed to persuade the laity to seek 
examination promptly and to stimulate physicians to 
spare no effort in having operations performed with- 
out delay. 

112 N. Woods St. 


Statistics on death rate secured by West Virginia State De- 
partment of Health, Bureau of Cancer Control, and Statistical 
Research Section, American Cancer Society. 
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A PRACTICAL APPROACH TO EXTERNAL OTITIS 
Eldon T. Perry, M.D., Philadelphia 


In the past, many physicians have been inclined to 
refer to any dermatitis of the external auditory canal 
of the human being as otitis externa. This diagnosis 
has served as a cloak for a certain lack of diagnostic 
insight. It has stifled any comprehensive consideration 
of the etiology of the individual case, and it has pro- 
duced stereotyped treatment, with indifferent thera- 
peutic results. Indeed, many of the investigations of 
the etiology of otitis externa have consisted of attempts 
to find one etiological agent that could be held respon- 
sible for all instances of the disorder. Actually, derma- 
titis of the external auditory canal probably has as 
many different causes as has dermatitis of the hands, 
of the feet, or of any other anatomic area that might 
be named. The variety of the clinical pictures seen in 
patients with external otitis testifies to the probability 
that the etiological agents are manifold and diverse. 
Earlier investigators, such as Gill,’ Senturia and Mar- 
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* An individual case of external otitis should not be 
considered to be idiopathic until it has been shown 
that a definitive diagnosis cannot be made. Establish- 
ment of an etiological diagnosis can be facilitated 
by clues derived from a careful history (e.g., derma- 
titis of other areas) and extensive clinical and labora- 
tory examination (e.g., biopsy, if indicated). A derma- 
titis of the external auditory canal can represent the 
first manifestation of a systemic disease. Therapeutic 
success often depends on the physician’s ability to 
interpret the anamnestic, clinical, and laboratory 
findings. 


cus,” and McLaurin,’ have recognized the tremendous 
scope of possible etiological agents operating to pro- 
duce external otitis. As a result of their insight, it is 
now possible to formulate a practical approach to the 
investigation of the individual case. 
History and Clinical Examination 
A carefully taken history may provide innumerable 


clues in the search for etiological agents. One should 
be particularly concerned with (1) the duration of 
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the eruption; (2) the presence or absence of svmp- 
toms, particularly pruritus; and (3) any tendency 
toward remission or exacerbation. One should inquire 
about dermatitis in other areas. If it has been present 
and subsequently cleared up, one should inquire as to 
how it looked, what symptoms it presented, and, if 
treated, what diagnosis was made. If the eruption has 
been intermittent, special notice should be taken of 
any temporal relationship between remissions and 
exacerbations of the eruption in the ear and remissions 
and exacerbations of the skin disease elsewhere. 

Having made sufficient inquiries into the condition 
of the skin, one should search for a history of svmp- 
toms arising from the middle ear, nose, throat, or teeth. 
It is significant to discover that a patient with external 
otitis has previously suffered with, or presently suf- 
fers, otitis media, sinusitis, recurrent sore throats, or 
dental caries. Headaches or pains that radiate either 
preauricularly or postauricularly may be related to 
the external otitis. It is possible that a certain propor- 
tion of the cases of external otitis are actually precipi- 
tated by referred pain or itching from nearby structures 
that are diseased. To complete the history, due con- 
sideration must be given to the patient's general 
health, and any clues as to the cause of the dermatitis 
that mav arise must be followed. 


Fig. 1.—A, scaly, pruritic idiopathic external otitis. There was 
no indication of the actual diagnosis until the physician examined 
the retroauricular fold. B, fissuring, scaling, and a serous exudate 
in the retroauricular fold, producing a picture typical of sebor- 
rheic dermatitis. 


Examination of Skin.—With a tew exceptions, it is 
not possible to determine the etiology of the disease 
by visual examination of the diseased external auditory 
canal. However, such an examination may reveal 
much, even to the extent of disclosing clues that set 
the tenor for the remainder of the investigation. The 
most important observation concerns the general char- 
_ acter of the eruption. Is it acutely inflamed, with 
erythema and edema, or is it dry and scaly, suggesting 
a chronic condition? The picture of an acute eruption 
suggests such diagnoses as contact dermatitis, which 
sometimes is the result of overtreatment of a skin dis- 
order; infectious eczematoid dermatitis, which may 
result from a draining otitis media; or a bacterial in- 
fection, such as one of the pyodermas or furunculosis. 
Psoriasis, chronic discoid lupus erythematosus, neuro- 
dermatitis, or asteatosis (dry skin) are apt to produce 
a picture of chronic dermatosis. Seborrheic dermatitis 
may result in either an acute or a chronic dermatosis. 
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If there are discrete lesions, special note must be taken 
of the primary lesion. One should also look for excori- 
ations and lichenification, which indicate that the pa- 
tient has been scratching the area; oozing and crusting; 
fissures; hyperemia or erythema; or plugging of the 
follicles. 


Fig. 2.—A, scaly, mildly pruritic nonspecific external otitis. 
B, typical plaque of psoriasis found on the patient’s knee. This 
finding led to the diagnosis of psoriasis of the external auditory 
canal. 


The pinna and the preauricular and postauricular 
tissues should be inspected (fig. 1). Finally, it is im- 
possible to make a diagnosis of idiopathic external 
otitis without a thorough examination of the entire 
integument of the patient in an attempt to find con- 
comitant lesions of the skin elsewhere. In some in- 
stances, the diagnosis of the dermatitis of the ear canal 
is readily disclosed by the discovery of pathognomonic 
lesions on the skin of the trunk or extremities, in the 
scalp, or on the face, or when diagnostic changes are 
noted in the hair, nails, or mucous membranes ( fig. 
2-4). In other instances, even though lesions are found 
elsewhere, they may be only suggestive, of no help, 
or obviously unrelated to the disease process in the 


Fig. 3.—A, erythema, scaliness, and excoriations in ear canal, 
producing a clinical picture of idiopathic external otitis. B, 
lichenification and excoriation of the antecubital space. This 
finding, along with a similar condition of the popliteal space and 
a history of eczema since early childhood, revealed that the con- 
dition was atopic dermatitis. 


ear canal. At any rate, having discovered concomitant 
involvement of the integumentary system elsewhere, 
one is obligated to evaluate it fully in order to gain 
any diagnostic insight that may be forthcoming. 
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Examination of Ear, Nose, Throat, and Teeth.—In 
some instances, particularly in children, external otitis 
may assume the clinical characteristics of infectious 
eczematoid dermatitis secondary to a draining otitis 
media. Infectious eczematoid dermatitis appears clini- 
cally as an eczematization of skin that is continually 


Fig. 4.—Idiopathic external otitis with atrophy of the skin. 
Despite the clinical evidence of atrophy, the lesions in the ear 
canal, A, were not characteristic of chronic discoid lupus erythe- 
matosus. B, a well-demarcated, erythematous plaque with follic- 
ular plugging and atrophy on the cheek. This finding led to the 
diagnosis. 


or intermittently bathed in a purulent exudate orginat- 
ing in a nearby focus of infection. Ordinarily an 
examination of the tympanic membrane will rule out 
disease of the middle ear. The nose and throat must 
be examined, and, when indicated, x-rays of the para- 
nasal sinuses should be taken. If the condition of the 
teeth is questionable, it is advisable to seek the counsel 
of a dentist for evaluation and treatment of them. Dis- 
ease of any of these structures might serve as a focus 
of infection or as a source of pain referred to the ear 
canal. It is conceivable that the referred sensation 
might be interpreted as itching, thus initiating the 
itch-scratch syndrome so well known to dermatolo- 
gists. The resultant scratching would produce marked 
damage to the canal wall, giving the clinical picture 
of neurodermatitis. In the last analysis, if disease is 
found in the ear, nose, throat, and/or teeth, therapy 
must be instituted. 

Examinations for Micro-organisms.—Many of the 
investigators who have studied external otitis have 
stressed the role played by micro-organisms in_ its 
production. For many decades fungi were thought to 
be the predominant cause, and the terms otomycosis 
and otitis externa were used synonomously. Subse- 
quently the popularity of this concept waned, and 
Pseudomonas aeruginosa was considered by some to 
be the most common etiological micro-organism. In 
our laboratory at the University of Pennsylvania 
School of Medicine, the ear canals of seven volunteers, 
including one man with a dry, scaling external otitis, 
were liberally seeded with a virulent strain of Ps. 
aeruginosa. When cultures of these canals were taken 
one week later, we were unable, in every case, to 
recover the organisms." Its failure to grow, despite the 
fact that these ears were untouched and unwashed 
during the experiment, suggests that, at least without 
the aid of concomitant secondary etiological factors, 
this bacterium is not likely to be a very important 
factor in the production of external otitis. 
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There is no way of knowing what percentage of the 
cases of external otitis are due to micro-organisms. 
Undoubtedly it varies with geographical location and 
with the season of the vear. Bacterial cultures have a 
definite place in the study of the individual case. On 
the other hand, the value of fungus studies, at least 
in temperate climates, is equivocal. In all these studies, 
the greatest difficulty arises in interpreting the rela- 
tionship between the organism and the disease process 
once the presence of the former has been established. 
The mere fact that the organism is present is not ade- 
quate proof that it is responsible, either totally or 
partially, for the dermatitis. Perhaps the chance that 
it will be considered to be the etiological agent in any 
individual case varies in direct ratio with the despera- 
tion of the physician charged with the responsibility 
of making the diagnosis. 


Additional Factors in Diagnosis 


Assuming that all examinations have been completed 
without vielding a diagnosis, one must finally consider 
the possibility that a systemic disease is responsible 
for the dermatitis of the ear canal. All the usual causes 
of pruritus must be investigated, including diabetes, 
liver disease (even though jaundice is not evident), 
lvmphoblastoma, and urticaria. The diagnostic meas- 


Fig. 5.—Squamous cell carcinoma of the external auditory 
canal. A shelf of tumor tissue can be seen in the meatus. The 
diagnosis was established by biopsy, and, after roentgen therapy 
proved inadequate, the entire ear was removed surgically. 


ures indicated in the investigation of each of these 
disorders are well known and will not be discussed 
here. 

Skin Biopsy.—In the event that it is not possible to 
make a diagnosis from the history and clinical exam- 
ination, and this is often the case, biopsy should be 
considered. One may perform a biopsy on a lesion 
anywhere on the skin, but, when the disease process 
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is limited to the auditory canal or when the dermatitis 
in the canal is obviously unrelated to the eruption 
elsewhere, it is possible to take the biopsy specimen 
from the skin of the canal (fig. 5). We have taken 
literally hundreds of specimens from the external 
auditory canals of our patients with no untoward 
results.” 

The skin of the area from which » biopsy specimen 
is to be taken is anesthetized with a 2% solution of 
procaine hydrochloride, with a 26-gauge needle being 
used. With a no. 11 Bard-Parker bistoury blade, we 
take a specimen measuring about 2 by 5 mm. Then we 
place a piece of sterile absorbable hemostatic gelatin 
of similar dimensions in the wound, applving pressure 
for hemostasis. No sutures are required. A small gauze 
plug is placed in the canal and lett for 24 hours. 
The patient is directed to keep the canal dry for three 
davs. If there has been more than minimal bleeding, 
it may be necessary to remove a small plug of clotted 
blood from the deeper recesses of the canal after 
hemostasis has been obtained. The biopsy specimen 
is fixed in 4% formaldehyde solution and given to a 
dermopathologist for examination. It should be em- 
phasized that the value of the biopsy may be abrogat- 
ed unless one selects a pathologist who is thoroughly 
familiar with the histopathology of the skin. 

Role of Heat and Humidity.—In our laboratory, 
soggy maceration of the skin of the ear canal, the 
so-called hot-weather ear of the tropics, has been re- 
peatedly produced by occluding the canal with a 
rubber or plastic ear plug for periods of two to four 
weeks. By sealing the ear canal, these plugs prevented 
heat loss and the evaporation of moisture, reproducing 
the circumstances prevailing in a hot humid climate. 
It is of interest that the skin of the canal reverted to 
its normal healthy state within a few days after the 
plug was removed. It is reasonable to assume that 
occlusion of the canal, even when it is only partial, 
may play a role in the development of external otitis 
in some persons whose canals are quite small in diame- 
ter or nearly elliptic in shape. In addition, the continu- 
ous wearing of tight-fitting headphones (e. g., by radio 
or telephone operators ) or close-fitting garments that 
cover the ears (e. g., by nuns) might predispose cer- 
tain persons to the development of external otitis on 
the same basis. 

Comment 

This consideration of a practical approach to ex- 
ternal otitis has been undertaken with two purposes in 
mind: (1) to point out the variegated nature of the 


J.A.M.A., January 19, 1957 


disorder by showing the multiplicitv and diversity of 
the etiological agents that may produce inflammation 
of the external auditory canal in humans and (2) to 
outline a reasonable approach to the discovery. of 
the etiological agent or agents operating in any speci- 
fic instance of the disease. By emploving the described 
approach, one might expect to reduce significantly 
the percentage of cases that must be diagnosed as 
idiopathic otitis externa and to increase proportion- 
ately the number of therapeutic successes. 

Emphasis has been placed on the necessity of util- 
izing all available diagnostic measures before desig- 
nating the patient's disorder as idiopathic external 
otitis. This diagnosis should not even be considered 
until the entire integument and the hair and nails have 
been examined; a skin biopsy may be desired in 
special cases. Use of the latter procedure presupposes 
a certain amount of orientation in the principles of 
skin disease. In some instances, such as psoriasis, 
seborrheic dermatitis, or neurodermatitis, where sev- 
eral entities may produce similar clinical pictures, the 
biopsy report may help to produce a therapeutic suc- 
cess. When a tumor is suspected, a biopsy is man- 
datory. 

There has been no attempt to discuss the treatment 
of the various dermatoses that may involve the ex- 
ternal ear canal, because they are the same diseases 
that affect the skin elsewhere and, generally speaking, 
the treatment is the same regardless of the site in- 
volved. Because of the “close quarters” in the ear canal. 
some modification may be necessary, but the physi- 
cian’s ingenuity can undoubtedly surmount these 
problems. Once the diagnosis has been established, 
any of the standard textbooks on dermatology may be 
consulted for aid in outlining a therapeutic program 
for the individual patient. 

This study was supported by a grant from the U.S. Public 
Health Service. 
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Antibiotics in the Preservation of Foods.—Although there are glowing reports of the advan- 
tages to be realized from use of antibiotics, it is well to sound again a note of caution. Regu- 
latory officials in the United States believe their safety has not been established for most of the 
proposed uses. The status of antibotics in food in the United States is: They may be used so 
that no residues remain in the food, This is acceptable. They may be used so that residues re- 
main in the uncooked food. This is acceptable provided the food is always cooked and _ the 
cooking always destroys all of the antibotic (and in the United States provided the residues 
in the uncooked product are within an official tolerance ). They are being considered for uses 
which will leave some of the antibiotic in the food as it is eaten. Their safety under these 
conditions has not been established.—C, G. Durbin, Antibiotics in Food Preservation, Ameri- 


can Journal of Public Health, October, 1956. 
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TREATMENT OF 


Jerome H. Kay, M.D., Richard Dever, M.D., Robert A. Gaertner, M.D. 


George C. Kaiser, M.D., Baltimore 


In recent years there have been many changes in 
the treatment of cardiac arrest. The importance of 
these changes is growing with the increase in defini- 
tive procedures that are being performed on the heart 
and with the increased recognition of this condition, 
as pointed out recently by Snyder, Snyder, and Chat- 
fin.’ 

Etiology 


Patients who have impairment of myocardial blood 
supply or chronic respiratory embarrassment, or who 
have received an overdose of an anesthetic agent, are 
apt to develop cardiac arrest during surgery. Massive 
hemorrhage, with resultant decrease in blood volume, 
hypotension, and hypoxia, may also cause cardiac 
arrest. 

Not so well understood is the importance of the so- 
called vagovagal reflex. Reid, Stephenson, and Hinton 
stated that this is one of the most important factors in 
the production of ventricular standstill and that, there- 
fore, the administration of atropine would prevent 
many cases of cardiac arrest. As yet, however, there 
is no experimental evidence to prove or to disprove 
this statement. After a series of experiments, Sloan” 
felt that vagal reflexes arising during intrathoracic 
operations were of little importance in producing 
cardiac arrest in patients who received sufficient oxy- 
gen but might contribute to the production of cardiac 
arrest under conditions of severe hypoxia or asphyxia. 
Stewart, Virtue, and Swan’ noticed that dogs with 
chronic hypoxia developed ventricular fibrillation with 
vagal stimulation. Brown and Miller’ showed that 
ventricular fibrillation and death occurred frequently 
in dogs after breathing 30 to 40% carbon dioxide in 
oxvgen if the alveolar carbon dioxide tension was 
suddenly reduced by breathing air. Sealey, Young, and 
Harris ° have also stressed the importance of hyper- 
capnia in the production of cardiac arrest. It would 
appear that vagal reflexes are important in producing 
cardiac arrest only if severe hypoxia or hypercapnia is 
present. An extensive list of the etiological factors in 
the production of cardiac arrest is given in the article 
by Berne, Denson, and Mikkelsen.’ 


Treatment 


Every member of a surgical team should be familiar 
with a method of treatment of cardiac arrest. It is for 
this reason that this article, recommending the method 
of cardiac resuscitation that has been used by us ex- 
perimentally and that has been clinically successful, 
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* Cardiac arrest occurs in two forms: ventricular 
standstill and ventricular fibrillation. When it occurs, 
it is necessary to correct the cause if possible and ad- 
minister 100% oxygen by positive pressure. Simul- 
taneously a thoracotomy is performed by a left an- 
ferior incision extending from the sternum laterally 
to the midaxillary line, through the fourth intercostal 
space. Cardiac massage is begun and is applied 
rhythmically 45 to 50 times per minute. If the heart is 
beating feebly, manual compressions are timed to 
reinforce the systole. If good ventricular contractions 
are not obtained within a few seconds, the pericar- 
dium is opened and the manual systoles are continued 
with the exposed heart. Epinephrine, 1:10,000 inject- 
ed into the left ventricular cavity, with certain pre- 
cautions, is the most effective stimulant. If the heart 
is found to be fibrillating, this must be stopped by 
single electric shocks using 130 volts for 0.25 second 
or 220 volts for 0.10 second, after which rhythmical 
manual compression may be necessary and epine- 
phrine can be given. These recommendations are 
based on over 350 experiments on cardiac arrest 
in dogs and on 30 cases of cardiac arrest in patients 
who were later discharged from the hospital without 
sequelae. 


has been written. This study is based on over 350 
experiments on cardiac arrest in dogs and on the cases 
of 10 patients with ventricular fibrillation and 20 with 
ventricular standstill who were treated successfully at 
the National Heart Institute and at the Johns Hopkins 
Hospital. All the patients were discharged from the 
hospital without sequelae. 

Cardiac arrest may occur in one of two forms, ven- 
tricular standstill or ventricular fibrillation. In ventric- 
ular standstill, the heart is contracting feebly or not 
at all. In ventricular fibrillation, there are incoordinate 
contractions of individual muscle fibers. In both forms, 
the heart is ineffective in expelling blood. The dis- 
tinction is important because the treatment of the two 
conditions is different. 

Cardiac arrest is usually discovered through the 
anesthetist’s inability to obtain the patient’s blood 
pressure level or pulse rate. It is, therefore, important 
for the anesthetist to have a finger on one of the pa- 
tient’s arteries at all times. If the surgeon is working 
in the abdomen or chest, he can confirm the presence 
of cardiac arrest by palpating the heart or the aorta. 
If he is not operating in an area where a large vessel 
is present, he should incise the skin or enlarge the in- 
cision. If no bleeding ensues, he should assume that 
cardiac arrest has taken place. No time should be 
wasted in waiting for a stethoscopic examination or 
an electrocardiogram. 
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One hundred percent oxygen is administered by 
positive pressure. An endotracheal tube is inserted as 
soon as possible; however, adequate oxygen can be ad- 
ministered by the use of a tight-fitting mask or by 
mouth-to-mouth insufflation until an endotracheal 
tube is available. Immediately, without waiting for 
sterile instruments and without preparing the site of 
the incision, the surgeon makes a left-anterior tho- 
racotomy incision that extends medially to the sternum 
and laterally to the midaxillary line. This incision is 
made through the fourth intercostal space, and the 
costal cartilages above and below the incision are cut. 
The thoracotomy requires less than 30 seconds, since 
there is no bleeding. 

After the chest has been opened, the heart is mas- 
saged. Standing on the left side of the table, the sur- 
geon inserts his left hand into the chest. The hand is 
pronated, and the fingers are placed posteriorly on the 
right side of the heart. The thenar eminence is placed 
anteriorly on the left side of the heart. The heart is 
deliberately and firmly squeezed 45 to 50 times per 
minute.” If the heart is exceptionally large, it may be 
necessary to use two hands for massage. If good ven- 
tricular contractions do not begin atter a few seconds 
of massage, the pericardium is opened anterior to 
the phrenic nerve and cardiac massage continued. Mas- 
sage is more effective within the open pericardium. 
Should the heart be beating feebly, it is massaged with 
systole rather than diastole. Massage with systole pro- 
duces better pressures and is less apt to produce ven- 
tricular fibrillation. 

Ventricular Standstill.—In many cases of ventricular 
standstill, one to two minutes of cardiac massage alone 
will result in the return of good forceful beats. Those 
hearts that do not respond to cardiac massage alone 
usually beat well after the injection of one of several 
cardiac stimulants. It is important to massage the heart 
before injecting the stimulant, otherwise ventricular 
fibrillation may occur from the action of the stimulant 
on an anoxic heart. The injection should be made into 
the left ventricular cavity, and the heart should be 
massaged again. 

Epinephrine hydrochloride is the most cflective 
cardiac stimulant. The dosage is important, and. as one 
of us* has shown, a small dose is usually sufficient. If 
too large a quantity is used, ventricular fibrillation 
may occur. One cubic centimeter of 1:1,000 solution 
of epinephrine hydrochloride is diluted with 9 ce. of 
saline solution. Two to three cubic centimeters of this 
solution is injected into the left ventricular cavity, and 
the heart is massaged. If a single injection is not effec- 
tive, injection may be repeated many times and the 
dose may be increased. It is safer to use a small dose 
of a stimulant and to repeat it rather than to inject a 
large amount initially and run the risk of producing 
ventricular fibrillation. 

Kay and Blalock® have presented evidence that in 
patients with congenital heart disease calcium chloride 
may be as effective as epinephrine hydrochloride in 
the treatment of ventricular standstill. The dose of 
calcium chloride is 2 to 4 cc. of a 10% solution. Cal- 
cium chloride sometimes fails in instances in which 
epinephrine hydrochloride may be successful in re- 
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storing a good beat, or vice versa. It is, therefore, im- 
portant to have both substances available. We have 
not found isoproterenol hydrochloride, calcium glu- 
conate, or barium chloride to be satisfactory cardiac 
stimulants. 

Ventricular Fibrillation.—In 1929, Hooker and, in 
1930, Wiggers'' reported successful defibrillation of 
the heart of the dog by the administration of potas- 
sium chloride. This produced ventricular standstill, 
and it was necessary to inject a stimulant to restore 
cardiac contractions. They administered calcium chlor- 
ide, epinephrine hydrochloride, or both until the de- 
sired cardiac activity was obtained. Recently Swan 
and Zeavin'’ have carried out chemical defibrillation 
in animals and in humans under hypothermia in the 
treatment of ventricular fibrillation. 

The most satisfactory method of carrying out de- 
fibrillation includes the use of electrical means, This 
method consists of cardiac massage until the heart is 
no longer dilated or cyanotic. Massage is followed by 
the application of a single shock or a series of electric 
shocks. One or two minutes of cardiac massage is 
usually required tor the heart to regain its tone and 
pink color. Padded electrodes, soaked in isotonic 
sodium chloride solution, are placed on the right side 
of the right ventricle immediately beneath the right 
atrial appendage and on the left ventricle at the apex 
of the heart. A 130-volt, 60-cps alternating current of 
0.25-second duration is passed through the heart and 
is usually effective in carrying out defibrillation. Kirby, 
Johnson, Engelberg, and Rovis '* determined that 220 
volts for 0.10 second was more effective in carrying 
out defibrillation than 110 volts for 0.10 second. Kaiser, 
Edgecomb, and Kay '* have shown that 130 volts for 
0.25 second is less likely to burn the heart than 230 
volts at 0.25 second. If several shocks are not effective, 
the heart should be massaged for another minute or 
two and a series of shocks, each of 130 volts and last- 
ing 0.25 second with a 0.5-second interval between 
shocks, passed through the heart. This serial method 
of carrying out defibrillation was originally described 
by Wiggers.’’ It is usually an effective method when 
single shocks fail. If a series of six to eight shocks is 
not effective, the heart is massaged for another minute 
and a shock of 220 volts for 0.10 second is used. After 
effective defibrillation of the heart has been carried 
out, the heart may beat or it may be in standstill. If it 
is in standstill, it is massaged, calcium chloride or 
epinephrine hydrochloride is injected into the left 
ventricular cavity, and the heart is again massaged. 

On occasion, in ventricular fibrillation, one sees a 
heart that is flabby and has poor tone despite many 
minutes of cardiac massage. If electrical defibrillation 
is attempted, it is usually unsuccesstul. If the heart is 
defibrillated, it does not beat, and, as it is massaged, 
it again begins to fibrillate. Hearts that have poor tone 
despite many minutes of cardiac massage will usually 
respond to injection of 2 to 3 cc. of 1:10,000 solution 
of epinephrine hydrochloride into the left ventricular 
cavity, followed by a few minutes of cardiac massage. 
The tone will usually be much improved. Defibrilla- 
tion is more easily carried out and the heart is more 
likely to beat after electrical means have been used. 


‘ 
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There have been many articles written on the use 
of procaine hydrochloride in carrying out defibrillation 
of the heart. Beck '° recommends cardiac massage and 
5 to 10 ce. of a 1% solution of procaine applied to 
the surface of the heart and injected into the blood 
stream. An electrical shock is then applied to the 
ventricles. We feel strongly that procaine or procaine- 
like substances should not be used unless the heart 
has excellent tone and unless the serial method of 
carrying out defibrillation has failed after many at- 
tempts. It is doubtful whether procaine is of any as- 
sistance in carrying out electrical defibrillation of the 
heart, and the standstill that may result after success- 
ful electrical defibrillation is more difficult to treat it 
procaine is used. 

Electrical Defibrillator—The electrical defibrillator 
consists of a power unit and electrodes. It should be 
explosion-proof and contain a transformer shielded 
from static electricity or an isolation transformer.’ 
An electronic timing unit should be incorporated in 
the power unit so that the surgeon who rarely is called 
on to defibrillate the heart can time accurately the 
duration of each shock. It is our belief, however, that 
the person who has had much practice in defibrillat- 
ing hearts will do better without an automatic timer. 


Summary 


Cardiac arrest may be due to impairment of myo- 
cardial blood supply, respiratory embarrassment, the 
administration of an overdose of an anesthetic agent, 
or massive hemorrhage. Vagal reflexes are important 
in producing cardiac arrest only if severe hypoxia or 
hypercapnia is present. Respiratory acidosis is most 
apt to produce cardiac arrest if it is followed by a 
rapid decrease in alveolar carbon dioxide tension 
with a rapid rise in pH. 

The treatment of cardiac arrest consists of adequate 
oxygenation of the lungs and cardiac massage. Small 
doses of epinephrine hydrochloride or calcium chloride 
may be necessary to restore an effective beat to a 
heart in ventricular standstill. The only consistently 
effective method of carrying out defibrillation of the 
heart, without burning it, is by electrical means, using 
130 volts for 0.25 second or 220 volts for 0.10 second. 

2025 Zonal Ave., Los Angeles 33 (Dr. Kay). 
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Herpes Simplex.—Reports in recent years have shown that we should no longer regard herpes 
simplex as merely a “cold sore.” There is evidence in such cases of systemic infection which 
may lead even to a fatal outcome. In newborn infants it has been shown that the virus can 
produce a severe viremia. Clinically, these patients show a severe stomatitis, and inclusion 
bodies of the virus have been demonstrated in the liver, esophagus, and other internal organs. 
Also, there are reports of young adults, who have developed a fatal encephalitis, in which the 
virus of herpes simplex, has been isolated from the brain and central nervous system. Some 
of these cases show no skin lesions. Treatment of this disease is still unsatisfactory. For many 
years a series of smallpox vaccinations have beer. given for those people suffering from chronic 
recurrent herpes simplex. This is purely on an empirical basis. There is no laboratory evidence 
that there is any relationship between the smallpox virus (vaccinia) and the virus of herpes 
simplex. Jawetz and Allende, using a specific herpes simplex antigen found in their series of 
cases of chronic herpes simplex, 47% improvement. They were unable, however, to demonstrate 
any increase in antibody titer to explain this. They feel that in those cases showing improve- 
ment, there may have been a true desensitization to the virus.—F. G. Novy Jr., M.D., Derma- 
totrophic Viruses, Proceedings of the Pacific Dermatologic Association, 1956. 
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ISONIAZID IN TREATMENT OF MULTIPLE SCLEROSIS 


REPORT ON VETERANS ADMINISTRATION COOPERATIVE STUDY 


Veterans Administration Multiple Sclerosis Study Group 


The present study was stimulated by the report of 
Kurtzke and Berlin’ of their preliminary but quite 
beneficial results with isoniazid in 30 patients with 
multiple sclerosis at the Bronx Veterans Administra- 
tion Hospital. Ninety per cent showed improvements 
of varving degree, including some dramatic changes, 
and in a few instances worsening followed discon- 
tinuation of isoniazid therapy. This provocative report 
mobilized the interest of neurologists in Veterans Ad- 
ministration hospitals, and in October, 1954, a 
cooperative therapeutic trial was organized. The coop- 
erative Veterans Administration studies on the chemo- 
therapy of tuberculosis had already demonstrated that 
the large Veterans Administration hospital system of- 
fers unparalleled opportunities for systematic clinical 
investigation, and it was evident that an adequate 
evaluation of isoniazid in multiple sclerosis could be 
made most expeditiously by a group of Veterans Ad- 
ministration hospitals. In the interim other reports 
have appeared and are not in agreement as to the 
value of isoniazid in the therapy of multiple sclerosis. 
Tschabitscher and co-workers* in Vienna have re- 
ported favorably on the drug, but negative reports 
have been made in the United States by Korengold 
and co-workers * and Hinterbuchner and co-workers * 
and in Canada by Dekaban.’ 

The variable course of multiple sclerosis and its pro- 
nounced tendency to remission open the patient to the 
influence of suggestion and threaten the investigator 
with deception as to the merits of therapeutic innova- 
tions. Many substances have been tried and have 
found their proponents, but none can be listed as a 
specific therapeutic agent of proved worth. An essen- 
tial characteristic of a definitive therapeutic trial in 
multiple sclerosis, therefore, is a design that minimizes 
the chances of confounding the effect of treatment 
with other sources of variation in the clinical course 
of the disease, especially the prognosis at onset of 
therapy and the hopes and expectations of both pa- 
tient and therapist. To meet these requirements the 
drug must be paired with a control substance (placebo) 
that neither patient nor physician can distinguish from 
it during the course of the study and must be assigned 
in a random sequence that cannot be imagined or 
ascertained by either patient or physician under the 
conditions of the study. 


The Veterans Administration Multiple Sclerosis Study Group 
was composed of Carl B. Booth, M.D., VA Hospital, Bronx, 
N. Y.; Irving O. Dein, M.D., VA Hospital, Louisville, Ky.; Royal 
C. Gray, M.D., VA Hospital, Minneapolis; Albert Heyman, M.D., 
VA Hospital, Durham, N. C.; Warren V. Huber, M.D., VA Hos- 
pital, Denver; Benjamin H. Kesert, M.D., VA Hospital, Hines, 
Hl.; Earl W. Niles, M.D., VA Center, Wood, Wis.; Fred A. 
Quadtasel, M.D., VA Hospital, Boston; James K. Smith, M.D., 
VA Hospital, Oakland, Calif.; Weir M. Tucker, M.D., VA Hos- 
pital, Richmond, Va.; Eugene L. Youngue, M.D., VA Hospital, 
Pittsburgh; Benedict Nagler, M.D., VA Central Office, Washing- 
ton, D. C. (Chairman); and Gilbert W. Beebe, Ph.D., Division 
of Medical Sciences, National Research Council, Washington, 


D.C 


* Isoniazid given thrice daily in 100-mg. capsules 
was compared with a placebo as to its effects on 
patients with multiple sclerosis. Special efforts were 
made to verify the diagnosis, avoid unnecessary 
risks to the patient, extend the period of observation 
sufficiently to provide a real test, include enough 
patients in whom the disease had been recently active, 
and eliminate bias through randomization and 
double-blind procedures. The 186 patients finally 
selected were enrolled in 11 hospitals; 88 received 
isoniazid and 98 received the placebo. In evaluating 
ihe results each patient was rated as to the severity 
of his symptoms according to the modified Kurtzke 
scale before and after the period of medication; the 
patient was also rated as to a variety of specific 
neurological changes, self-care score, and ambula- 
tion score. By all criteria, including laboratory find- 
ings and over-all clinical impressions, the differences 
between the isoniazid and placebo groups were 
insignificant. No beneficial effects that could be 
ascribed to isoniazid in multiple sclerosis were ob- 
served in nine months or more of follow-up. 


The present study represents a cooperative effort by 
11 Veterans Administration hospitals located in Bronx, 
N. Y.; Louisville, Ky.; Richmond, Va.; Minneapolis; 
Durham, N. C.; Denver; Hines, Hl.; Wood, Wis.; Bos- 
ton; Oakland, Calif.; and Pittsburgh. The objective 
was simple and specific: to determine whether the 
drug, in the dosage used by Kurtzke and Berlin, has a 
demonstrable therapeutic effect on patients with multi- 
ple sclerosis in Veterans Administration hospitals. A 
detailed protocol was developed to insure the preser- 
vation of the double-blind features of the design and 
permit the observations of all 11 hospitals to be pooled 
directly. 

Methodology 


Selection of Patients.—In developing the criteria for 
selecting patients, chief attention was paid to the 
validity of diagnosis, avoidance of unnecessary risks 
on the part of the patient, maintenance of patients 
under observation in hospital for at least three months, 
and desirability of including an adequate number of 
patients with recent activity. Specific requirements 
for inclusion were (1) onset of the disease between 
the ages of 18 and 45 inclusive; (2) acceptable history 
of at least two episodes with signs or symptoms of 
multiple sclerosis or a history of slowly progressive 
lesions over a period of six months or more; and (3) 
past or present evidence of involvement on the part of 
two or more areas of the central nervous system. Pa- 
tients were declared ineligible on the basis of (1) 
doubts as to diagnosis; (2) epilepsy or peripheral nerve 
involvement; and (3) inclusion in the original Kurtzke- 
Berlin series. 

Sex and race did not enter into the criteria for selec- 
tion. All patients eligible according to the above 
criteria were enrolled in all 11 hospitals from Novem- 
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ber, 1954, to June, 1955. Thereafter, under an amend- 
ment to the protocol decided upon by all participating 
investigators, selection was confined to patients pre- 
senting new episodes or exacerbations of the illness 
within 12 months of enrollment. More than 300 pa- 
tients were screened for the study, and 186 were final- 
lv used. Those excluded either failed to meet the 
criteria or, in 15 cases, were declared eligible but for 
one reason or another stopped treatment in the first 
month. The final series consists of $8 patients on 
isoniazid therapy and 98 who received placebo. 

Therapeutic Regimen and Assignment of Therapy. 
—Kurtzke and Berlin employed 300 mg. of isoniazid 
daily in divided doses during hospitalization and 200 
mg. as a maintenance dose thereafter. Experience in 
the treatment of tuberculosis suggested that this dos- 
age is well tolerated and of low toxicity, except pos- 
sibly for patients with epilepsy or peripheral nerve 
involvement, who were excluded. In the present study, 
therefore, a fixed dosage of 100 mg. of isoniazid, three 
times daily, has been employed, administered in the 
form of a capsule. The control sustance was com- 
pounded of lactose, corn starch, and magnesium stear- 
ate. The isoniazid and placebo were identical in ap- 
pearance, packaging, and labeling, the differentiation 
being based upon a unique serial number for each 
patient. During hospitalization it was required that 
all medicaments be taken in the presence of the nurse. 
Other medication was not employed, but daily rou- 
tines remained undisturbed. 

For each participating hospital a block of 30 con- 
secutive case numbers was prepared and a table of 
random numbers emploved to separate subgroups of 
six into three case numbers for isoniazid and three for 
placebo. Preparation of the medication in accordance 
with the randomization scheme, and its issuance as 
required, were the responsibilities of the chairman, 
assisted by the statistician. 

Clinical and Laboratory Observations.—Chief re- 
liance was placed upon careful neurological examina- 
tions directed at the characteristic signs of the disease. 
with emphasis on those distinctions on which ex- 
aminers generally agree. History was described in 
terms of duration of disease, age at onset, number of 
clear-cut episodes, duration of present hospitalization, 
recency of activity, a functional rating based on the 
scale developed by Kurtzke,” duration of any present 
exacerbation, nature of symptoms in present (or last) 
episode, and character of illness. An “active” case was 
defined as one in which new neurological signs had 
appeared, or previously existing signs had become 
aggravated or had reappeared, within 12 months of the 
start of therapy. Other cases were termed “inactive” 
at the start of the trial, and the vear of their last ac- 
tivity was noted. The general character of the illness 
prior to enrollment was classified as malignant, benign, 
slowly progressive, or unclassifiable. 

Routine electroencephalograms and lumbar punc- 
tures were done. Spinal fluid determinations were re- 
ported in terms of cells, total protein, globulin, and 
colloidal gold or mastic. Gamma globulin determina- 
tions were not required, but several cooperating hos- 
pitals elected to make them, and the resulting data 
will be reported separately. To preserve the integrity 
of the study it was agreed that no determinations 
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would be made on the concentration of isoniazid in 
blood or spinal fluid. In addition to the elective gamma 
globulin determinatioris, some hospitals performed 
psychological tests, recorded samples of speech, and 
did cystometrograms. To protect patients against un- 
desirable effects of isoniazid, several general labora- 
tory tests were required at enrollment: renal function 
studies, routine urinalysis, determination of hemo- 
globin level, and white blood cell counts. 

Certain other observations were also made, both at 
the start of the therapeutic trial and at periodic fol- 
low-up studies. The examiner assessed the predomi- 
nant source of incapacity as either cranial nerve, in- 
coordination, weakness, or mixed patterns of one kind 
or another. The Minneapolis self-care and ambulation 
ratings © were also made routinely. Finally, the ex- 
aminer formulated his clinical impression of any 
change in the patient's status from one examination 
to the next, using as a scale improvement, judged as 
mild, moderate, or marked; no change; and worsen- 
ing, judged as mild, moderate, or severe. 

Standard history and examination forms were de- 
signed to facilitate observance of the detail of the 
protocol and eventual pooling of the data. The neuro- 
logical examination, laboratory procedures, and _ vari- 
ous clinical ratings made at the start of therapy were 
all repeated at 1, 2, 3, 4, 6, 9, and 12 months after en- 
rollment, except that the spinal fluid determinations 
were made only after 3, 6, and 12 months. 

From among the many observations made at the 
start of therapy and at follow-up, 19 items were chosen 
as the basis for evaluating the results of the thera- 
peutic trial: over-all clinical impression, Kurtzke disa- 
bility rating, the two Minneapolis scores, six aspects 
of general neurological involvement (cranial nerves, 
motor, cerebellar, sensory, genitourinary, and mental), 
four specific neurological signs (patellar reflex, Babin- 
ski sign, intention tremor, and nystagmus), the electro- 
encephalogram interpretation, and four aspects of the 
spinal fluid analysis. To increase the precision of the 
treatment comparisons, when any type of observation 
or rating was employed as a criterion of therapeutic 
response, it was used in the form of a change between 
enrollment and the particular follow-up of interest. 


Findings 


Numerous difficulties beset any serious evaluation 
of therapy in multiple sclerosis. Since etiology is un- 
known, there remains the possibility that the syndrome 
as presently defined includes not one but a group of 
diseases. In that event, a single therapeutic agent 
might be effective against one such disease and not 
another, so that a truly therapeutic effect for some 
patients might well be diluted by the presence in the 
series of others for whom the agent held no benefit. 

A similar difficulty exists with respect to the stage 
of the disease: even if etiology be unitary and specific 
to the presently defined syndrome, a therapeutic agent 
may conceivably exert its effect only when the disease 
is in a certain stage. For example, it is sometimes sug- 
gested that it may not be possible to affect lesions of 
such long standing that permanent scarring has al- 
ready occurred but that it may be possible to attack 
the disease successfully while lesions are, in some 
sense, still fresh. In the absence of definite knowledge 
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on these points, it seems essential that the clinical 
material united by the diagnostic label “multiple 
sclerosis” be regarded not as an entirely homogeneous 
entity to which a single treatment comparison will 
apply with full validity but as a possibly heterogene- 
ous array requiring a multiplicity of such comparisons. 
In the present analysis, therefore, the series has been 
subdivided in a variety of ways on the basis of clinical 
information present at the start of the trial. An inci- 
dental gain from this approach is that the treatment 
comparison is then made on groups that are somewhat 
more homogeneous than would ordinarily be achieved 
by a random allocation of therapy without matching. 
The following nine variables were chosen as control 
variables on which the series might profitably be sub- 
divided to permit a more thorough exploration of the 
effect of the drug: recency of activity, character of 
prior illness, source of incapacity, duration of disease, 
nature of symptoms, results of spinal fluid studies, age 


Taste 1.—Patients Assessment According to Modified Kurtzke 
Scale at Start of Therapy and at Nine Months. 
by Treatment Group 
hurtzke Kurtzke Scale at Mo 
Seale 
at Stuart l 3 { 
Patients Rece 


] (1) ] 
> (4) l 12 
] (4) 
( ( 1] 
7 (14) l | 
] 3 ( 
q (4 
Total 7 5 13 29 3 1 


Patients Receiving [soniuzid 


* Patients whose rating remained unchanged shown in parentheses 


at onset, Kurtzke disability rating, and evaluation ac- 
cording to Minneapolis self-care and ambulation 
scales. 

The treatment comparisons were approached sta- 
tistically, each comparison involving a contrast be- 
tween patients receiving isoniazid and a placebo with 
respect to some one of the 19 measures of clinical im- 
provement listed earlier. Statistical tests were one- 
sided, that is, concerned with only those differences 
in which patients receiving isoniazid were favored 
over those receiving a placebo. The level of statistical 
significance employed in these tests is 0.025. 

When the series was prepared for tabulation in 
March, 1956, it was found that the 186 patients in- 
cluded 183 with 3 months or more of follow-up, 154 
with 6 months or more, 122 with 9 months or more, 
and 79 with 12 months or more. Discontinuance of 
medication was not a serious problem, either during 
or after hospitalization. The chief loss of information 
arose from the choice of the date of tabulation, at 
which time 80 patients had been enrolled within the 
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preceding 12 months. The other 27 losses at 12 months 
included 18 patients discharged from hospital and not 
reexamined at 12 months, 5 patients whose participa- 
tion was cut short by the appearance of possibly toxic 
manifestations of isoniazid and discontinuance ot 
treatment, and 4 deaths. The deaths involved patients 
receiving the placebo as well as those receiving 
isoniazid, and in no instance was there any suggestion 


Taste 2.—Changes of One or More Steps on Kurtzke Scale 


Patients, No 


Changes Placebo — lsoniazid 
lmiproved 
2 
Worse 


ROCHE 


that isoniazid played a role. Four patients suffered 
seizures While participating in the study, three while 
receiving isoniazid and one while receiving a placebo. 

The treatment comparisons were first made for the 
entire series of patients on each of the 19 variables 
chosen for gauging the treatment effect and at 3, 6, 9, 
and 12 months after enrollment. Table 1 presents the 
data involved in one of these comparisons, that based 
on changes in the Kurtzke scale over a period of nine 
months. The rating made at enrollment is indicated 
by the row and the rating after nine months by the 
column, with duplicated panels for isoniazid and 
placebo patients. Thus, any patient who falls along the 
diagonal (frequencies in parentheses) extending from 
the upper left-hand corner to the lower right-hand 
corner is one whose rating remained unchanged. The 
two treatment groups are distributed somewhat dif- 
ferently over the various positions on the scale, pa- 
tients given isoniazid being more concentrated in the 
region of greater disability. For this reason, and also 
to eliminate the effects of interhospital variation in the 
application of the rating scale, it is useful to study the 
change in rating from enrollment to follow-up. A pa- 
tient above the diagonal had a worse rating at follow- 
up than at enrollment, and the patient below the 
diagonal improved his rating over the nine-month 


‘BLE 3.—Number of Patients in Each Category of Change in 
Modified Kurtzke Score Between Onset of Treatment and 
Follow-up at Nine Months, by Treatment Group and 
Activity of Disease at Onset of Therapy 


Status of Disease 


Active Inactive 
Change in 


Kurtzke Score Placebo Isoniazid Placebo Isoniazid 


period. For both treatment groups the majority of 
patients remained unchanged, and the number who 
improved is about the same as the number who lost 
ground, with the likelihood of change rather greater 
in the region of lower disability on the scale. These 
data are summarized in the form of changes of one or 
more steps on the scale in table 2. As far as this par- 
ticular comparison goes it lacks any suggestion that 
isoniazid exerted a therapeutic effect. 
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After the main treatment comparisons of the type 
illustrated in table 1 had been made, each of the nine 
control variables was used in turn to subdivide the 
series into more homogeneous subgroups, for each of 
which all 19 treatment comparisons were then re- 
peated. Table 3 presents the results of one of these, 
based on the classification of the recency of activity, 
and with the Kurtzke scale employed as the criterion 


Tasie 4.—Number of Patients in Each Category of Change in 
Modified Kurtzke Score Between Onset of Treatment and 
Follow-up, by Treatment Group and by Spinal Fluid 
Reading at Start of Therapy 


At 6 Mo. At 12 Mo. 
Change Placebo [Isoniazid Placebo Isoniazid 
Normal Spinal Fluid at Start of Therapy 

17 20 12 12 
Borderline Spinal Fluid at Start of Therapy 

D 3 3 0 

Abnormal! Spinal Fluid at Start of Therapy 

12 10 5 2 

31 27 13 

ss 17 13 29 21 


of therapeutic effect. The terms “better,” “same,” and 
“worse” are defined in terms of position below, on, 
and above the diagonals of table 1. When active cases 
were further restricted to those with current episodes 
of less than three months’ duration a comparison of 
patients receiving isoniazid and placebo also failed to 
demonstrate differences after six and nine months of 
therapy; after six months the proportions with im- 
provement on the disability scale are 10/22 for placebo 
and 9/15 for isoniazid, and after nine months 6/14 
and 4/11. All the remaining eight control variables 
were similarly employed in refining the treatment 
comparisons, but without uncovering more variation 
than might easily arise through chance alone. It will 
suffice to illustrate this material on the basis of the 


TasBLe 5.—Number of Patients in Each Category of Change in 
Cerebellar and Motor Signs During Follow-up Intervals, by 
Month of Follow-up and by Treatment Group 


At 3 Mo. At 6 Mo. At 9 Mo. 

Change Placebo Isoniazid Placebo Isoniazid Placebo Isoniazid 
Cerebellar Signs 


Unchanged ., 47 19 1 4] 40 
Improved .... 31 17 13 15 7 3 
12 15 ly 12 13 10 

Tetel 9 76 67 61 58 


Motor Signs 


Unchanged .. 35 1 1") 35 37 31 
Improved .... 36 25 14 15 7 6 
19 16 13 14 

ST 73 66 57 51 


spinal fluid evaluation made at enrollment. At that 
time patients were classified as normal (24%), border- 
line (15%), or abnormal (61%), and for each of these 
subgroups the treatment comparison was re- 
peated, for each follow-up interval, with change in the 
Kurtzke scale serving as the criterion of therapeutic 
effect. As may be seen from table 4, no evidence was 
uncovered that isoniazid exerts any more beneficial 
effect than the placebo. 
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The neurological report on each patient at each 
follow-up was reviewed by one of us (B. N.), who was 
totally ignorant of which therapy had been pre- 
scribed, and an opinion was recorded as to whether 
the patient was improved, unchanged, or worse since 
the previous examination, with respect to each of the 
following neurological areas: cranial nerve, cerebellar, 
motor, genitourinary, sensory, and mental. If a group 
of signs appeared for the first time in a follow-up 
interval, the patient's condition was regarded as worse; 
if such signs were absent at both examinations, that 
area was said to be irrelevant for the patient and he 
does not figure in the analysis for that interval and 
that area. In these terms table 5 presents the observa- 
tions made on motor and cerebellar signs for the total 


TasLe 6.—Number of Patients in Each Category of Change in 
Minneapolis Self-care and Ambulation Score Between Onset 
of Therapy and Follow-up After Nine Months 


Self-care Rating Ambulation Rating 


Change in Seore* Placebo  I[soniazid Placebo Isoniazid 


1s 1d 16 12 
27 17 26 20 
17 22 19 22 

62 61 Dt 


* Improvement denotes any increase in the score, worsening any decrease, 
from the base line at start of therapy. 


series and the first three quarterly periods of follow- 
up. For the entire series, undifferentiated as to clinical 
picture at onset of therapy, table 5 fails to suggest 
that isoniazid was of any benefit in controlling motor 
and cerebellar signs. The nine control variables were 
all employed to refine the treatment comparisons in 
the fashion previously described, but no really sig- 
nificant evidence of therapeutic effect was obtained. 

Changes in the Minneapolis self-care and ambula- 
tion scores also tailed to differentiate the two treat- 
ment groups, as may be seen trom table 6. Any change 
in score, no matter how small, was taken into account 
in preparing table 6, which is representative of the 
material for all four follow-up intervals and devoid 
of suggestion of therapeutic effect. These treatment 


TABLE 7.—Over-all Clinical Impression of Change During Six to 
Nine Months of Therapy, by Treatment Group 


Patients, No. 


Over-all Clinical Impression Placebo — Isoniazid 
Improved 
Worse 


comparisons were repeated for each of the control 
variables without any real evidence in favor of the 
drug being found. 

At each follow-up the examiner recorded his im- 
pression of any change since the previous examination, 
and for the follow-up at nine months table 7 presents 
comparative data on the two treatment groups. Again 
there is no suggestion that isoniazid exerts a beneficial 
effect for the series as a whole, and, when the treat- 
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ment comparison was repeated for subgroups defined 
by the nine control variables, no more than random 
variation was observed. 

All the remaining criteria of therapeutic effect, 
namely, the electroencephalogram interpretation, the 
over-all evaluation of the spinal fluid, the three spe- 
cific spinal fluid determinations (cells, total protein, 
and colloidal gold), and the several specific neurolog- 
ical signs (Babinski, patellar reflex, nystagmus, and in- 
tention tremor), were analyzed in the same way and 
with the same general result, namely, that any ad- 
vantage enjoyed by patients receiving isoniazid was 
well within the power of chance to produce, and there 
were no consistent findings favoring the drug. 


Summary 


A cooperative clinical trial, conducted by 11 Vet- 
erans Administration hospitals according to a rigid 
protocol featuring randomization of therapy and con- 
trol of observational error by means of a placebo and 
double-blind procedures, studied 186 patients (98 re- 
ceiving a placebo and §8 isoniazid) with multiple 
sclerosis over a period of sufficient length to provide 
122 patients with nine months or more of follow-up. 
The patients represent nearly the entire spectrum of 
the disease as it is seen in males, with an adequate 
representation of those with recent activity. Detailed 
analysis of the observations, including subdivision of 
the series on the basis of nine control variables, pro- 
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vides only a mass of negative data. It is believed that 
this investigation covers a sufficiently large number of 
patients in various stages of the disease, observed for 
an adequately long period, to conclude that isoniazid 
has no beneficial effect on the course of multiple 
sclerosis. 


Neurology Division, Veterans Administration, Central Office, 
Washington 25, D. C. (Dr. Nagler). 


The isoniazid used in this study was supplied by Hoffmann- 

La Roche, Inc., Nutley, N. J 
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ISONIAZID IN TREATMENT OF MULTIPLE SCLEROSIS 


John. F. Kurtzke, M.D. 


Louis Berlin, M.D... White Plains, N. Y. 


In a preliminary report on the effects of isoniazid in 
treatment of multiple sclerosis,’ the course of 30 hos- 
pitalized patients given this agent over the preceding 
two years was presented. Some 90° of these patients 
improved while receiving isoniazid. It is the purpose 
of this report to relate our further experiences. 

Methods and Materials 


Composition of the Groups.—As previously noted,' 
isoniazid group 1 was composed of 30 males hospital- 
ized for a mean of 79 days. All but one had a present 
episode or exacerbation that had existed for two years 
or less upon admission. These patients were compared 
with a group of 175, admitted between 1944 and 1953, 
whose duration of present episode was also of two 
vears or less. Since then we have given isoniazid to 35 
additional patients. Isoniazid group 2 comprised the 
22 patients whose present episode likewise was of two 
vears duration or less before therapy. Four of these 
were in the hospital, and the remainder were out- 
patients. Tables 1 and 2 summarize the pertinent data. 
Isoniazid group 3 consisted of 14 patients (including 
the subject of case report 29 of the original report ) 
whose present episode exceeded 2 years and aver- 


From the Section on Neurology, Veterans Administration 
Hospital, Bronx, N. Y. Dr. Kurtzke is now at the Veterans Ad- 
ministration Hospital, Coatesville, Pa. 


¢ The clinical results of therapy with isoniazid for 
multiple sclerosis, while effecting subjective and ob- 
jective improvement in a large percentage of cases, 
cannot be considered significant. New exacerbations 
continued to occur whether or not isoniazid therapy 
was continued. It has been established, however, that 
it is possible to evaluate therapy in this disease, in a 
reasonably short time, if the disease is manifested 
by progressing dysfunction, if the study is done on 
concurrently observed patients with comparable ill- 
nesses, and if a double-blind procedure is utilized. 


aged 5.6 years. Three of these were in the hospital. 
These were compared with 45 similar patients hospi- 
talized at the Bronx Veterans Administration Hospital 
over the previous decade (table 3). 

Plan of Therapy.—The regimen for hospitalized pa- 
tients has been described in the first report. Non- 
hospitalized subjects received no physical therapy and, 
except in four instances, no other medicaments. The 
usual dosage of isoniazid was 100 mg. three times a 
day by mouth. Three patients received 500 to 750 mg. 
a day, and two who could not tolerate 300 mg. re- 
ceived lower doses. In these last two the drug pro- 
duced a reversible aggravation of existing signs and 
symptoms; there were no other untoward effects of 


and 
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isoniazid noted. Thirteen of the 29 patients of isonia- 
zid group | have continued receiving 200 or 300 mg. 
of isoniazid daily through May, 1956. Of the remain- 
der, one was lost to follow-up, 5 were later given the 
drug due to exacerbations, and 10 remained without 
this agent. All patients in comparison and isoniazid 
groups were classified in accordance with a scale ° 
consisting of 10 progressive steps or classes (0-10). 
This scale was designed to denote maximal function as 
limited by objectively definable neurological defects 
due to multiple sclerosis. The higher the status num- 
ber, the greater the disability. Improvement was de- 
fined as a gain of one or more of these categories be- 
tween the beginnig and end of therapy. 


Results 


Short-term Effects—Isoniazid group 2 contained 16 
patients (73%) who improved and 6 (27%) who were 
unchanged after an average of 9.5 months of therapy. 
None became worse in that period. In those who im- 


TABLE 1.—Isoniazid Group 2: Summary of Twenty-two Patients 
with Present Attack Lasting Two Years or Less 


Status* 
Dura- _ 
Age at tion At At 
Start of Total Start End 


Hospital Present Dura- 


of ot 
Case Therapy, Stay, Episode, tion, Before Ther- Ther- apy, 
S Yr. Mo. Mo. Y 


No. Sex r. Attack apy apy Mo. 
1 FP 34 0 17.0 8.0 2 4 4 3 
2 F 32 2 1.0 2.0 2 3 ) 6 
3 F 35 0 6.0 1220 <2 6 3 4 
4 M 35 0 1.0 1.0 2 3 1 3 
5 M 37 0 4.0 10 <2 ) 1 1] 
6 F 46 0 12.0 3.0 2 9 6 18 
7 M 37 0 8.0 tn 4 2 20 
Ss F 34 0 1.0 5.0 2 ) 3 17 
9 F 38 0 4.0 10.0 6 7 7 13 

10 F 39 0 4.0 60 <2 4 1 11 
1] F 38 0 %A0 7.0 5 7 7 & 
12 F 27 0 9.0 6.0 2 7 7 4 
13 M 38 0 0.8 1220 <2 4 1 2 
14 F 35 0 11.0 1.0 0 4 2 3 
15 M 43 0 8.0 5.0 6 7 7 9 
16 M 33 0 i3 8.0 4 6 4 3 
17 F 41 0 0.5 6.0 2 4 l 3 
18 M 48 6 1.0 nO <2 7 7 14 
19 M 21 6 4.0 1.5 <2 7 2 22 
20 M 25 2 1.5 4.5 2 3 0 22 
1 F 25 0 4.0 0.3 0 3 0 4 
22 F 46 0 1.0 2.0 2 4 2 ) 


*Status numbers from scale. ® The higher the status number, the greater 
the disability. 


proved, the average gain (as in the first report) was 
three categories. Of the 14 patients in isoniazid group 
3, only three improved, and by but one category each. 
One patient (case 29 of first report) died; no one else 
became worse. Mean duration of therapy was 8.4 
months. In comparison group B, none of 45 patients 
had improved in 7.7 months of hospitalization. 

In 37 instances the time of earliest change after the 
institution of isoniazid therapy was noted and found 
to be 14 days (range | to 30 days). Maximal improve- 
ment for all patients had occurred within 1.6 months 
(mean), with limits of 0.1 to 7 months. 

Follow-Up Studies of Isoniazid Group 1.—Through 
May, 1956, the 29 patients of group 1 have been fol- 
lowed for 22 to 38 months after discharge from hospi- 
tal, with a mean of 28.6 months (table 4). Sixteen 
patients received no drug upon discharge, an average 
of 29.4 months ago; 13 continued to receive 200 or 
300 mg. of isoniazid daily through the 27.5 months 
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after discharge. Of these 13, 6 have had exacerbations 
(4 were minor, i. e., but one category loss). Among 
the 16 patients without isoniazid therapy, one was lost 
to follow-up and 9 have become worse; 5 of these 
latter were again given isoniazid: 3 once more im- 
proved, the condition of one stabilized, and one con- 
tinued to worsen. 


TABLE 2.—Comparative Data for Patients Whose Episode of 
Multiple Sclerosis Was Two Years or Less 


Group 
‘om- 
parison Isoniazid 
A 1 2 
Mean age of onset, yr.... 27.6 27.2 29.8 
Mean age on admission 
OF cesses 32.1 83.2 35.6 
Mean duration total illness, 4.5 6.0 5.8 
Mean duration present attack, days.......... 182 142 167 
99.4 100 41 
Maximum duration present attack, yr........ 2.0 2.0 2.0 
Mean hospitalization time, days.............. 104 79.9 (av. 
therapy 9.5 
mo.) 
Results 
&R(50% ) 2(7%) 6(27%) 
29(17%) 0 0 


Comment 


The results of short-term therapy with isoniazid in 
multiple sclerosis were apparently quite striking. For 
patients whose present episode of the disease had 
lasted two years or less, 86% of 51 improved while 
receiving this agent, in marked contrast to previous 
experience at this hospital where but one of three such 
patients had improved. However, it was apparent that 
the rate of improvement was declining: 100% for the 
first 16 patients; 85% for the next 13; and 73% for the 
last 22. Furthermore, this last group was a most hetero- 
geneous collection of inpatients and outpatients who 
came to us in order to be “cured” with isoniazid. 

Follow-up studies of group 1 showed no protec- 
tion from attacks of multiple sclerosis by means of 
this drug. There were 0.2 and 0.3 exacerbations per 
patient-year, respectively, among those who continued 


TaBLe 3.—Comparative Data for Patients Whose Episode of 
Multiple Sclerosis Exceeded Two Years 


Comparison Isoniazid 


Group B Group 3 
Mean age on admission or start of therapy, yr... 38.1 40 
Mean duration total illness, yr........ 9.6 1] 
Mean duration present attack, yr..............-. 4.5 5.6 
Minimum duration present attack, yr........... 2.1 a3 
Mean hospitalization time, 7.7 unhospitalized 
(av. therapy 
8.4 mo. 
Results 


to receive isoniazid and those who did not. This was 
not too dissimilar from the expected 0.4 to 0.6 exacer- 
bations per patient-year found in the natural course 
of the disease.* 

Since our report there has been but one favorable 
report on the effects of isoniazid in treatment of multi- 
ple sclerosis. Tschabitscher and co-workers * noted 
improvement in 80% of 58 patients given 500 mg. of 


? 
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isoniazid daily and in 15 of 21 receiving 300 mg. of 
(iproniazid). In- 
cluded was a double-blind test in which the six patients 
given placebo had “chronic” illnesses and four of the 
eight given isoniazid had “acute” attacks. It is felt 
thas this last test is invalid, since, in the natural course 
of the disease, the likelihood of remission varies in- 
versely with the duration of the exacerbation.° 
Negative results have been recorded in several pa- 
pers.° Hinterbuchner dealt, as he himself admitted, 
with patients with chronic disease, in whom short-term 
effects would be most unlikely even with an effective 
drug. Korengold * reported on 32 patients in a double- 
blind test, with exacerbations ranging from 17 days 
to eight vears. As was implied in their careful study, 
this was too small a series to prove isoniazid ineflective 


Taste 4.—Follow-up Summary of Twenty-nine Patients in 
Isoniazid Group 1, Through May, 1956 


Status* 
Time from 
Case Betore At Start At Discharge Continued 
No Attack Therapy Discharge May, 1956 Mo Therapy 
<? 33 Not 
0 0 31 Not 
| 3 37 No 
29 Yes 
34 Yes 
No 
27 Yes 
3 5 30) Yes 
9 <2 3 2 3 2k Yes 
1 1 


<2 


No 
3 0) 33 Yes 
12 3 6 3 6 31 Not 
13 3 9 s 27 Yes 
<2 | 31 Yes 
16 0 G 6 97 Yes 
17 D 6 6 6 26 No 
Is 5 4 5 3 25 Yes 
19 3 6 2 3 26 Yes 
7 25 Yes 
] 2 24 No 
7 26 No 
2 25 Not 
0 22 Yes 
? ie No 
6 5 6 23 Not 
95 No 
28 7 s ] 7 2s No 
2? No 
Status-number.* 
+ Placed on isoniazid therapy again after exacerbation. 


in multiple sclerosis. The most significant paper has 
been that of Nagler (this issue, page 168). He re- 
ported, in a nationwide, double-blind program involv- 
ing 186 patients (half of whom had episodes lasting 
one year or less when first seen), that the number who 
became worse was equal in the placebo and isoniazid 
groups and, further, that the number of patients with 
active or acute bouts who improved was also the same 
in each group. 

As stated in our first report: “The only way in which 
the question [of efficacy] can definitely be settled is 
by study of concurrently observed patients with com- 
parable illnesses whose therapy with either isoniazid 
or a placebo is determined solely by a chance selection 
method.” We, therefore, must conclude with Nagler 
that isoniazid is not effective in treating this disease. 
Further support for this conclusion comes from the 
fact that there were 15 exacerbations noted in over 
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two years among the subjects of our first paper. Even 
a temporary benefit from isoniazid seems unlikely, 
since in our isoniazid group 2 but three-fourths of the 
patients improved, and these patients were markedly 
biased in favor of the agent and comprised a group 
only insofar as they came to us to be treated. While 
this does not mitigate against their improvement, 
which was objectively demonstrable, and certainly 
cannot be taken to indicate that psychological factors 
brought about the remission, it does add to fhe num- 
ber of factors besides the use of isoniazid by which 
this group differed from previous patients at this 
hospital. 

We do, however, feel that it has been shown that 
therapy in this disease can be evaluated, and in a 
reasonably short time, provided the criteria noted 
above are met and also provided that the disease is 
active, as manifested by progressing dysfunction. With- 
out these requirements, results of any form of therapy 
in multiple sclerosis cannot be other than preliminary. 


Summary and Conclusions 


In a series of 22 patients whose exacerbation of 
multiple sclerosis was of two years’ duration or less, 
73% improved while receiving isoniazid for an average 
of 9.5 months. These results are not considered signifi- 
cant due to bias on the part of patients and hetero- 
geneity of the sample. Follow-up studies of the pa- 
tients discussed in an earlier report, after an average 
period of 28.6 months since discharge from hospital, 
indicated the rate of new exacerbations to be 0.2 to 
0.3 per patient year, whether or not isoniazid therapy 
was continued. This rate is not significantly different 
from that expected in the natural course of the disease. 
It is therefore concluded that isoniazid therapy has 
no effect on the course of multiple sclerosis. 

65 Shirley Lane, Coatesville, Pa. (Dr. Kurtzke). 


The isoniazid used in this study was supplied as Rimiton by 

Hoffmann-LaRoche, Inc., Nutley, N. J. 
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For many years the accepted surgical treatment for 
spondylolisthesis has been arthrodesis of the spine 
combined with excision of the occasional associated 
protrusion of an intervertebral disk; the recorded re- 
sults have been good.' Persistent pain in the back and 
lower extremity following solid fusion of the spine, 
however, has been recorded in a small but significant 
number of patients and has led to the development of 
other operative techniques that are directed to the 
relief of any irritation or compression of the nerve 
roots by the pathological changes associated with 
spondylolisthesis. These changes, described by several 
authors,” are the abnormal mobility of the loose lam- 
ina, the fibrocartilaginous mass at the defect in the 
pars interarticularis, narrowing of the intervertebral 
foramens, and stretching of the nerve roots and dura 
over the posterior edge of the body of the first sacral 
vertebra. Briggs and Keats,” in 1947, advocated re- 
moval of the loose lamina, exploration for protruding 
disk, excision of the cartilaginous mass at the defect. 
intervertebral foraminotomy in those patients with 
severe sciatic pain, and arthrodesis. James and Nis- 
bet,* in 1953, recommended excision of the loose 
lamina and fusion of the spine. In 1955, Adkins ~* 
prescribed removal of the loose lamina, exploration 
for disk prolapse, excision of the fibrous tissue at the 
defect, excision of any osteophytic ledge causing con- 
striction of the neural groove, rhizotomy, and arthro- 
desis of the spine. In the same vear, Gill, Manning, 
and White “ reported that the majority of patients 
with spondylolisthesis presented symptoms and signs 
of radicular pain, and they advised removal of the 
loose lamina and the mass of fibrocartilage at the de- 
fect without spinal fusion. Also in 1955, Bosworth 
and co-workers ’ recommended spinal fusion with re- 
moval of the loose neural arch only to facilitate the 
implantation of bone grafts; they had not found de- 
compression of the nerve roots necessary for good 
results. This contradictory and confusing advice for 
the treatment of this condition, reviewed by Barr,’ 
stimulated our analysis. 

From May, 1936, to September, 1952, 73 patients 
with spondylolisthesis or spondylolysis of the fourth 
or fifth lumbar vertebra were treated at the Lahey 
Clinic by arthrodesis of the spine without removal of 
the loose lamina or nerve root decompression. The 
purpose of this paper is to evaluate carefully the end- 
results of this therapy and to determine the effective- 
ness of this procedure in relieving the pain associated 
with spondylolisthesis. 


Read before the Section on Orthopedic Surgery at the 105th 
Annual Meeting of the American Medical Association, Chicago, 
June 13, 1956. 


* The finding of spondylolisthesis was accompanied 
by the complaint of backache with or without lower 
extremity pain in 72 of 73 patients; in the remaining 
case the symptom was that of unilateral sciatica. In 
35 cases no history of trauma could be elicited. In 
five cases the fifth lumbar vertebra had slipped for- 
ward more than half the distance across the superior 
surface of the sacrum. 

The basic treatment in all 73 cases was an arthrod- 
esis; in addition, protruding disks required excision 
in three cases. Sixty patients were restudied 3,to 19 
years after the operation. The desired solid ankylosis 
had been achieved in only 24 patients. The pseu- 
darthroses found in the other 36 were more frequent 
in the patients receiving bone grafts from a bone 
bank instead of iliac grafts, or confined to bed for 
only four weeks or less. Significant pain persisting 
in the legs after operation was explained by the find- 
ing of pseudarthrosis in 6 out of the 10 patients 
whose results were classified as fair or poor, but 
moderate pain continued also in 3 patients in whom 
solid fusion was achieved. 

It is recommended that further efforts be made to 
improve the technique of arthrodesis in this situation, 
that use of a bilateral sp'ca cast to the knees be con- 
tinued for three months after operation, and that early 
ambulation be avoided The success of the operation 
should be verified by suitable roentgenograms, and 
a program of exercise and training should begin as 
soon as the patient becomes ambulatory. 


Analysis of Clinical Findings 


Onset and Location of Pain.—The ages of the pa- 
tients at the time of operation are grouped in decades 
in table 1. The youngest patient was 11 years old, and 
the oldest, 58. Sixty-seven per cent of the patients 
were males. The age of the patient at the onset of 
symptoms is also shown by decades in table 1. This 


Taste 1.—Age at Onset of Symptoms and Operation for 
Spondylolisthesis in Seventy-three Patients 


Onset of Symptoms Operation 


Age, in 
Decades No. No 
11-19 29 30 1] 15 
36 ?1 29 
30-39 14 19 23 31 
40-49 Gq 12 13 18 
50-58 3 7 
Total 73 73 


table demonstrates that the majority (66%) of the pa- 
tients requiring spinal fusion for the relief of symp- 
toms started to experience pain before the age of 30 
and that the majority of operations (75%) were done 
before the patient reached the age of 40. The dura- 
tion of symptoms prior to fusion of the spine differed 
from 4 months to 24 years and averaged 5.5 years. 
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There was a direct relationship between trauma of 
variable severity and the onset of symptoms in 35 
patients, or 52%. These injuries were classified as mild 
in 22 patients, moderate in 11, and severe in 5. The 
injury in these last five patients was judged of suf- 
ficient severity and was associated with sufficient im- 
mediate disability to have caused a traumatic frac- 
ture of the pars interarticularis of the vertebra. There 
was no trauma related to the initial symptoms in 48% 
of the patients. 

Pain in the back, with or without pain in the lower 
extremities, was the reason all 73 patients sought con- 
sultation except one, who complained only of unilat- 
eral sciatica. The location of the patients’ pain was 
as follows: (1) low back pain only—37 patients, or 51%; 
(2) low back pain with unilateral lower extremity pain 
—28 patients, or 38%; (3) low back pain with bilateral 
lower extremity pain—7 patients, or 10%; and (4) 
unilateral lower extremity pain only—1 patient, or 1%. 
In studying these histories, however, it immediately 
became apparent that in many of the patients the 
lower extremity pain was mild in degree and transi- 
tory in nature. It was not thought that pain of this tvpe 
could be classed, by any suitable standard, as radic- 
ular. Since it is our belief that the radicular pain ac- 
companying spondylolisthesis should be one of the 
chief complaints of the patients, the location of the 
principal pain in the patients was determined. It was 
as follows: (1) low back pain—61 patients, or 54%; (2) 
low back pain with unilateral lower extremity pain— 
8 patients, or 11%; and (3) unilateral lower extremity 
pain—4 patients or 5%. 

Analyzing the pain in the 12 patients whose chiet 
complaint was pain low in the back and in the lower 
extremity or pain in the lower extremity alone, it was 
found that the pain in the lower extremity in each 
patient was radicular in type and sciatic in distribu- 
tion. Physical examination of the 12 patients revealed 
objective signs of radiculitis by sensory, motor, or 
reflex change in 8 of them and no objective signs of 
radiculitis in the other 4. In addition, the examination 
of the remaining 61 patients disclosed 3 patients with 
low back pain and mild lower extremity pain of a non- 
radicular type who presented positive evidence of 
compressive radiculitis by sensory, motor, or reflex 
changes. Thus, in this series there were 15 patients, 
or 21%, who exhibited evidence of radiculitis either 
by the character of the pain or by neurological find- 
ings, or both. The remaining 58 patients, or 79%, 
showed no objective evidence of radiculitis, and the 
lower extremity pain, if present, did not have the 
qualities of radicular pain. Other than the evidence of 
irritative or compressive radiculitis, the histories and 
examinations of the 73 patients revealed no important 
findings that have not already been described many 
times. 

Roentgenographic Findings.—All the patients in this 
series presented defects in the pars interarticularis of 
the involved vertebra, and no cases of pseudospon- 
dylolisthesis or retrospondylolisthesis are included. 
The defect was located in the fifth lumbar vertebra 
in 70 patients, or 96%, and in the fourth lumbar verte- 
bra in 3 patients, or 4%. Identification of the lesion 
offered considerable difficulty at times, especially if 
there had been no forward slipping. Oblique stereo- 
scopic views of the fourth and fifth lumbar vertebrae 
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were of great value in the majority of instances, and 
it was frequently necessary to obtain these views in 
varying degrees of rotation before the defect could be 
seen with certainty. The 70 cases of bilateral defects 
in the isthmus of the fifth lumbar vertebra were asso- 
ciated with spondylolisthesis in 63 cases, or 90%, and 
there was no slipping in 7 cases (spondylolysis). In the 
three patients with defects in the fourth lumbar 
vertebra, there was forward slipping in two and no 
slipping in the third. 

The amount of forward slipping was recorded by 
the method described by Meyerding’ as applied to 
the fifth lumbar vertebra. If the fifth lumbar vertebral 
body has slipped forward less than one-fourth the 
distance across the superior surface of the sacrum, it 
is considered a first degree spondylolisthesis; if the 
displacement is between one-fourth and one-half this 
distance, it is second degree; if it is between one-half 
and three-fourths, it is third degree; and if it is more 
than three-fourths, it is fourth degree. A spondylolis- 
thesis of the fifth degree is one in which the fifth 
lumbar vertebral body has slipped completely off the 
sacrum and lies anterior to the first sacral vertebra. 
The slipping of the fifth lumbar vertebra of the 63 
patients was graded as follows: first degree, 38 pa- 
tients, or 60%; second degree, 20 patients, or 32%: 
third degree, 3 patients, or 5%; and fourth and fifth 
degree, 1 patient each, or 1.5%. The spondylolisthesis of 
the fourth lumbar vertebra was graded as second de- 
gree in both instances in which it occurred, and, in 
both, the fifth lumbar vertebra was transitional in type. 

The voungest patient, aged 11, with the defect in 
the fifth lumbar vertebra, was the only one in the 
series who showed progressive slipping. The displace- 
ment increased from a second to a third degree 
spondylolisthesis during a five-month period following 
arthrodesis that resulted in solid fusion. The absence 
of progression of the spondylolisthesis in the adults 
of this series agrees with the studies of Friberg” in 
this regard. 

Minimal to marked narrowing of the intervertebral 
disk between the fourth and fifth lumbar vertebrae 
or at the lumbosacral joint, or both, was found in 54, 
or 77%, of the 70 patients with slipping of the fifth 
lumbar vertebra. This narrowed interspace occurred 
at the lumbosacral joint in 37 patients, at the inter- 
space between the fourth and fifth luinbar vertebrae 
in 5, and at beth interspaces in 12. No narrowing of 
the intervertebral disk was found in the 16 remaining 
patients. Degenerative changes, as evidenced by 
sclerosis of the opposing surfaces of the vertebral 
bodies and formation of osteophytes, were present in 
a small percentage of those patients showing narrow- 
ing of the intervertebral disk. Spina bifida, involving 
various combinations of the fifth lumba- vertebra and 
the upper three sacral vertebrae, was a common 
anomaly in this series, with an incidence of 55%. 


Treatment 


The majority of patients with spondylolisthesis can 
be successfully treated by conservative measures con- 
sisting largely of weight reduction, postural training, 
limitation of physical activities, use of a firm bed, and, 
occasionally, use of a back support. Most of the pa- 
tients in this series were treated for a considerable 
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period on such a program; but sufficient relief of pain 
and disability was not obtained, and, consequently, 
operative treatment was advised. 

Exploration for Associated Intervertebral Disk Pro- 
trusions.—It has long been’ recognized that a 
protruding intervertebral disk may occasionally 
be associated with spondylolisthesis. Prior to arthro- 
desis, it has been our general policy to perform myel- 
ography on all patients who, by the nature of their 
pain or by their physical findings, give the slightest 
indication of having a protruding disk. The myelo- 
gram is used as an aid in the diagnosis and in the 
localization of such a protrusion and helps in the de- 
cision as to whether exploration of the disks is indi- 
cated. This exploration is done immediately before 
arthrodesis. 

Myelography was performed upon 51 patients, or 
70%, in this series. The contrast mediums used were 
air Or oxygen in 21 patients, iodized oil (Lipiodol) in 
1, and iophendylate (Pantopaque) in 29. The study 
was negative in 39, positive for protruding disk in 4, 
and questionably positive in 8 patients. In 22 patients, 
or 30%, neither myelography nor exploration was 
carried out. Of the 39 patients with negative myelo- 
grams, 11 had exploration of the fourth and fifth lum- 
bar disks because of clinical findings; in no instance 
was a protrusion found. 

The positive myelograms were interpreted as show- 
ing a protruding disk at the lumbosacral interspace in 
three patients and at the fourth lumbar interspace in 
one. Exploration of the fifth lumbar disk was carried 
out in two of the three patients, with negative findings 
in one and the finding of a very large ruptured and 
extruded disk in the other. Exploratory operation on 
the patient with evidence of a protruded disk between 
the fourth and fifth lumbar vertebrae revealed a small 
protrusion of a soft, degenerated disk. All the ques- 
tionable protrusions by myelography were located at 
the fifth lumbar interspace, which is consistent with 
the known difficulty in interpreting extradural defects 
at this level in the presence of spondylolisthesis with 
its attendant spinal canal and dural deformity. Ex- 
ploration was carried out on seven of the eight pa- 
tients with questionably positive myelograms, and in 
one of them a protruding disk at the fifth lumbar 
level was found. 

In summary, there were three disk protrusions, two at 
the fifth lumbar interspace and one at the interspace be- 
tween the fourth and fifth lumbar vertebrae, in 73 pa- 
tients with spondylolisthesis, an incidence of 4%. 

Arthrodesis.—The basic operation in each of the 73 
patients was a carefully performed Hibbs arthrodesis, 
which included removal and splitting of the spinous 
processes into small fragments, excision of cartilage 
from the articular facets and packing cancellous bone 
chips into these joint spaces, and laminal decortication 
turning osseous flaps upward and downward across 
the interlaminar spaces. The fragments of the spinous 
processes were used to bridge the laminas. In the 
great majority of cases, arthrodesis was supplemented 
with bone grafts from the ilium or bone bank. Thus, 
the Hibbs operation was modified by the addition of 
iliac strip and chip grafts in 47 patients, or 64%, and 
by the addition of grafts from the bone bank in 18 
patients, or 25%. The Hibbs fusion alone was used in 
eight patients, or 11%. 


SPONDYLOLISTHESIS—HAMMOND ET AL. 177 


In this series, the arthrodesis extended from the 
fourth lumbar vertebra to the sacrum in 65 patients, 
or 89%, and from the third lumbar vertebra to the 
sacrum in 8, or 11%, the longer fusion being done in 
3 patients with defects of the fourth lumbar verte- 
bra and in 5 patients with defects of the fifth lumbar 
vertebra. 

Postoperative Care.—The postoperative treatment 
included a variable period of bed rest, with or with- 
out plaster immobilization, followed by postural train- 
ing and the wearing of a reinforced corset or brace for 
several months. Sixty patients, or 82%, were confined 
to bed without plaster immobilization for periods 
ranging from three weeks to three months, and two- 
thirds of this number remained in bed from three to 
four weeks. Thirteen patients, or 18%, were immobi- 
lized in a bilateral short plaster hip spica for periods 
of from three weeks to three months, and half of this 
number were in the cast for three to four weeks. 

Postoperative Complications.—The only postopera- 
tive complication was one superficial wound infection, 
which completely healed after five weeks, without 
residual difficulty. There was no operative mortality. 
Two patients died of causes completely unrelated to 
the arthrodesis. 


End-Results 


For a patient's medical record to be used in a review 
of the end-results in this study, the patient was re- 
quired (1) to have had the operation at least three 
vears previously, (2) to answer a detailed question- 
naire before reporting to the clinic, (3) to be inter- 
viewed again relative to residual symptoms, (4) to 
have a thorough orthopedic examination, and (5) to 
have anteroposterior and lateral bending roentgeno- 
grams as well as oblique studies of the fusion area in 
the spine. 

Thirteen patients were not eligible for this review 
of end-results for the following reasons: (1) two could 
not be located; (2) nine could not or would not return 
for examination, although some reported by question- 
naire; and (3) two have died. Consequently, the 
records of 60 patients, or 82% of the total, with spon- 
dylolisthesis treated by arthrodesis were suitable for 
the study of end-results. The minimum follow-up 
period was 3 years and 4 months, and the maximum 
was 19 years and 5 months. The average follow-up 
period for the entire group was nine years and two 
months. Ninety per cent of the patients were inter- 
viewed and examined more than five years after 
arthrodesis. The biplane bending roentgenograms were 
interpreted by an orthopedist and a roentgenologist. 

Clinical End-Results.—The classification of clinical 
end-results following arthrodesis for spondylolisthesis 
is not difficult, because the subjective relief of symp- 
toms, largely pain, and the degree of rehabilitation 
are the main factors. The results cannot, however, 
be judged on the basis of answers to a question- 
naire alone, inasmuch as these answers frequently 
do not reveal the true symptomatic picture of 
the patient and must be corrected or modified at 
the time of interview. The clinical examination of 
the patient was not found to influence the final 
result but consistently tended to confirm the sympto- 
matic result. In this study, particular effort was made 
to determine the presence or absence of objective evi- 
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dence of residual compressive radiculitis. The end- 
results in this study, then, were largely based on a 
careful history made after considerable time had 
elapsed after operation. 

The standards for judging the end-results in this 
review were as follows: 1. Excellent, or asymptomatic, 
signifies that the patient is rehabilitated to his former 


TABLE 2,—Comparison of Results After Arthrodesis of the Spine 
in Sixty Patients with Spondylolisthesis, as Judged 
by the Surgeon and by the Patient 


According to Surgeon Aceording to Patient 


Result No oq No % 
Excellent ...... 25 

60 


occupation without limitation of physical activities. 2. 
Good denotes that the patient, though having mild 
pain in his back or lower extremity, is rehabilitated 
to his previous occupation and has only mild restric- 
tion of physical activities. 3. Fair denotes that the pa- 
tient has moderate pain in his back or lower extremity, 
which, however, is considerably less than his preop- 
erative pain, and that he is rehabilitated to his former 
occupation or to work of a lighter nature, with only 
moderate restriction of physical activities. 4. Poor de- 
notes that the patient has moderate to severe pain in 
his back or lower extremity that causes considerable 
restriction of physical activities and that his rehabilita- 
tion to gainful occupation may be incomplete. It is to 
be emphasized that even a fair result represents sub- 
stantial improvement over the preoperative status. 

The clinical end-results, as evaluated by us, in the 
60 patients treated by arthrodesis are listed in table 2. 
It should be noted that in 65% of the cases the results 
were good or excellent and in 83% there was improve- 
ment. The repair of pseudarthroses in three patients 
improved the results somewhat. as the results of treat- 
ment in two patients were, thereby, converted from 
poor to good and in the third from poor to fair. Thus, 
the final statistics are as follows: excellent, 25%; good. 
43%; fair, 20%; and poor, 12%. It is of interest to con- 
trast these results as judged by us with the patients’ 
estimates of their results unmodified by medical opin- 
ion, as recorded in table 2. Eighty-three per cent of 
the patients decided their results were good or ex- 
cellent, and the number of poor results was reduced 
to 3%. This amply illustrates that the end-results 
would be considerably better if they were judged on 
the basis of the questionnaire alone. 

There was no definite relation between the age of 
the patient and the result, except that the 11 patients 
having the arthrodesis between the ages of 11 and 19 
had better than average results. The results tended to 
be better in the women than in the men patients, and 
this finding is probably related to the heavier work of 
the latter. There was an inverse relation between the 
degree of spondylolisthesis and the results, inasmuch 
as the 27 patients with spondylolisthesis of second 
degree or more had much better clinical results and a 
higher incidence of solid fusion than those with no 
slipping or slipping of the first degree. Narrowing of 
the intervertebral disks did not affect the results ad- 
versely. 
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Roentgenographic Results. —The presence or ab- 
sence of solid bony ankylosis in the fusion area was 
determined by superimposition of the roentgenograms 
made with the patient bending in both planes, as 
recommended by Cleveland co-workers.” This 
study, presumably accurate, revealed solid fusion in 
only 24 patients, or 40%, and pseudarthrosis in 36 pa- 
tients, or 60%. Repair of the pseudarthrosis was at- 
tempted in three patients, and solid ankvlosis resulted 
in two. The third patient had a second repair of the 
pseudarthrosis elsewhere, with failure of solid fusion. 
Interpretation of the bending roentgenograms showed 
that the highest incidence of pseudarthrosis was bhe- 
tween the fourth and fifth lumbar vertebrae (18 cases). 
This observation is misleading, however, since in 
spondylolisthesis the body of the fifth lumbar vertebra 
must be movable if there is motion between the fourth 
and fifth lumbar vertebrae. Therefore, the absence of 
motion of the fifth lumbar vertebral body in these 
films probably signifies that this body is relatively 
fixed but not immobile. The second most common 
pseudarthrosis in the bending films was at both the 
fourth and fifth interspaces (12 cases). 

In an effort to determine the causes for the high 
incidence of pseudarthrosis, many factors were stud- 
ied. The operative technique in all cases was osten- 
sibly the same, with the exception of the type of bone 
grafts supplementing the Hibbs arthrodesis. In the 47 
patients in whom iliac bone grafts were used, the in- 
cidence of pseudarthrosis was slightly lower (55%). 
In the 18 patients in whom bone grafts from the bank 
were used, however, the incidence of pseudarthrosis 
was significantly higher (81%) and the incidence of 
solid fusion was cut in half (19%). In the 37 patients 
who were confined to bed for only three to four weeks 
after the operation, the rate of pseudarthrosis was 
slightly increased (68%). In the 12 patients who were 
recumbent in bed, with or without plaster immobiliza- 
tion, for two to three months after operation, the rate 
of pseudarthrosis dropped to 33%. The eight patients 
who had an arthrodesis from the third lumbar verte- 
bra to the sacrum had a lower rate of pseudarthrosis 
(37.5%). It is significant that four of the five patients 
with solid fusion in this group were kept in recum- 
bency trom two to three months after operation. 

The clinical results of the 24 patients with solid 
bony fusion after the initial arthrodesis are shown in 
table 3. It is impressive that the incidence of good and 


TaBLeE 3.—Comparison of Results in Sixty Patients with 
Spondylolisthesis, with Either Solid Bony Ankylosis 
or Pseudarthrosis After Arthrodesis of the Spine 


solid Bony Ankylosis Pseudarthrosis 


Result No No oO 
Excellent ...... 10 ) 14 
7 ] 4] 
() 10 28 

24 36 


excellent results rose to 79%, that all patients were 
definitely improved, and that, above all, there were 
no poor results. Table 3 also presents the results in 
patients with pseudarthrosis. These results are below 
average for the series and tar below the results of pa- 
tients with solid fusion. Of particular importance is 
the fact that all of the poor results of the entire series 
occurred in patients with pseudarthrosis. It is also 
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apparent that less than half of the patients with pseud- 
arthrosis have sufficient residual symptoms to war- 
rant surgical repair. This relief of pain, in spite of 
pseudarthrosis, may be explained by the relative sta- 
bility produced by strong fibrous union of the verte- 
brae. Stabilization of the loose lamina and_ inferior 
articular processes by the arthrodesis may also be a 
factor in obtaining good results in this group. 

Patients with Radiculitis.—Earlier it was stated that 
15 patients, or 21%, in this series exhibited evidence 
of radiculitis either by the character of the pain or by 
neurological findings, or both. Myelography was done 
in 13 of the 15 patients and was positive tor protruding 
disk in 2, questionably positive in 3, and negative in 8. 
Ten of these patients had exploration of the lower lum- 
bar intervertebral disks, with negative findings in eight 
and protrusions in two. Thus, two of the three pro- 
truding intervertebral disks in the entire series oc- 
curred in the group of patients with radiculitis. Other 
than the spondylolisthesis, no cause for the radiculitis 
was established in the 13 remaining patients. The 
results of arthrodesis are known in 12 of the 15 
patients. They consist of two excellent results, 
five good, four fair, and one poor. Thus, arthrodesis 
of the spine (with disk excision in one patient) was 
associated with good or excellent results in 58% of 
these 12 patients with radiculitis. All five of the pa- 
tients with fair or poor results had moderate to severe 
lower extremity pain. 

Patients with Moderate to Severe Lower Extremity 
Pain After Arthrodesis: There were six patients with 
fair results and four with poor results who had mod- 
erate to severe pain in the lower extremities after 
operation. Five of these patients had evidence of 
irritative or compressive radiculitis before operation, 
but five did not develop significant pain in the lower 
extremities until after arthrodesis. Of this latter group 
of five patients, three had no record of any pain in 
the lower extremities before operation, two had mild 
pain in the lower extremities before operation, and 
none apparently showed any positive neurological 
findings before or after operation. 

In order to explain this persistent, significant pain 
in the lower extremities, consideration should be di- 
rected to the following facts: 1. One patient with solid 
fusion had positive myelographic findings of a pro- 
truded disk betore operation and for some reason did 
not have an exploration for this abnormality. 2. Six of 
the remaining nine patients had a_pseudarthrosis, 
which may or may not be adequate explanation for the 
amount of pain in the lower extremity. In this regard, 
4 of the 6 patients with pseudarthrosis accounted for 
all the poor results in this group of 10 cases. It is dis- 
turbing that, although the remaining three patients 
had solid fusions of the spine, they continued to have 
moderate pain in the lower extremities. One might 
postulate, then, that a certain number of the 10 pa- 
tients in this group may have irritation or compression 
of the nerve roots by the pathological changes asso- 
ciated with spondylolisthesis and should have been 
treated by removal of the loose neural arch and nerve 
root decompression with or without arthrodesis. 


Summary and Conclusions 
Seventy-three cases of spondylolisthesis or spon- 
dylolysis of the fourth or fifth lumbar vertebra 
have been reviewed. There were 15 patients, or 21%, 
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who presented evidence of radiculitis cither by the 
character of the pain or by neurological findin s, or 
both. The remaining 58 patients, or 79%, did not have 
symptomatic or neurological evidence of radicular 
pain. All patients were treated by arthrodesis of the 
spine and by excision of any associated protrusion of 
an intervertebral disk. There were three patients with 
such protrusions, an incidence of 4%. 

The end+results are based on a history and clinical 
examination carried out from 3 te 19 vears after op- 
eration. These results, known in 60 patients, were 
judged excellent in 25%, good in 40%, fair in 18%, and 
poor in 17%. The results as estimated by the patients 
were substantially better. Biplane bending roentgeno- 
grams of the spine revealed solid ankylosis of the area 
of arthrodesis in 24, or 40%, of the patients and pseu- 
darthrosis in 36, or 60%. Repair of the pseudarthro- 
sis in three patients improved the clinical and 
roentgenographic results commensurately. The results 
in patients with solid fusion of the spine were 
very good and were significantly better than the re- 
sults in patients with failure of fusion. All the poor 
results were associated with pseudarthrosis. Less than 
half of the patients with pseudarthrosis, however, had 
sufficient residual symptoms to warrant surgical repair. 

Of the 15 patients with radiculitis, 2 had protruded 
or rutured intervertebral disks, but, except for the 
spondylolisthesis, no cause for the radiculitis was es- 
tablished in the 13 remaining patients. The results, 
known in 12 of these patients, were excellent in 2, 
good in 5, fair in 4, and poor in one patient. Ten pa- 
tients had moderate to severe pain in the lower ex- 
tremities after arthrodesis, Four of these patients had 
solid fusion of the spine and six had pseudarthrosis. 
It is suggested that the treatment of some of these 
patients should have included removal of the loose 
neural arch of the involved vertebra and nerve root 
decompression. 

As a result of this investigation, it is believed that 
every patient with spondylolisthesis should have a 
very careful history and clinical examination to detect 
the presence or absence of radiculitis in the lower 
extremities. The majority of these patients will not 
show evidence of radiculitis, and successful arthro- 
desis of the spine alone should bring about excellent 
results. In those patients having radiculitis, preopera- 
tive myelography, removal of the loose neural arch, 
nerve root decompression, exploration for protruding 
intervertebral disks, and arthrodesis would seem to be 
the wisest surgical treatment to minimize the occur- 
rence of postoperative radicular pain. With few ex- 
ceptions, it is not thought that arthrodesis of the spine 
should be discontinued after such nerve root decom- 
pression, as recommended by Gill and co-workers,” 
because of the danger of progression of the slipping 
and recurrence of symptoms and because of the 
proved value of stabilization in spondylolisthesis. 

The need for improvement in our technique of 
arthrodesis of the spine is clearly demonstrated by the 
rate of pseudarthrosis in this series. It is our present 
belief that the arthrodesis should consist of a carefully 
performed, modified Hibbs operation supplemented 
by a relatively large quantity of autogenous cancel- 
lous grafts and by a stabilizing graft, such as an 
H-graft, from the ilium, as advocated by Bosworth * 
and by Barr.” The use of the H-graft should provide 
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relatively firm, immediate immobilization of the 
vertebrae to be fused and consequently should be 
conducive to bony ankylosis. Early ambulation 
after fusion of the spine would seem to contribute 
to a higher rate of pseudarthrosis, and it is our present 
conviction that immobilization of the lumbar spine in 
a bilateral spica cast to the knees should be continued 
for three months after operation. Biplane bending 
roentgenograms should be used after operation to 
assist in the verification of solid fusion. Postural exer- 
cises and training should begin as soon as the patient 
becomes ambulatory and will contribute to the inci- 
dence of good results. 


605 Commonwealth Ave. (15) (Dr. Hammond). 
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CLINICAL NOTES 


HUMAN VIBRIOSIS CAUSED BY VIBRIO FETUS 


Wesley W. Spink, M.D., Minneapolis 


Contagious abortion in cattle has been of serious 
concern to breeders of livestock for centuries. In 1897, 
Bang * reported that he had recovered the etiological 
agent, which was later designated as Brucella abortus. 
McFadyean and Stockman’ confirmed this observa- 
tion in England shortly thereafter, but they pointed 
out that not all instances of contagious abortion could 
be ascribed to Brucella organisms. They also incrim- 
inated a species of Vibrio known as Vibrio fetus as 
a cause of bovine abortion, and especially of abortion 
in sheep. In a series of investigations instituted later 
by Smith*® in the United States, V. fetus was also 
found to be a common cause of abortion in cattle. 
Smith * described the characteristics of the micro- 
organisms in detail. In the United States, vibriosis in 
cattle is now looked upon as a common cause of abor- 
tion and may possibly equal, if not exceed, brucellosis 
in economic importance. 

V. fetus tends to afflict the gravid heifer or ewe, 
causing necrosis and suppuration of the fetal mem- 
branes. Abortion probably results from asphyxia of 
the fetus due to the inflammatory reaction of the 
chorion. Briefly, animal vibriosis is a disease of fe- 
males that results in abortion, failure to conceive, 
and off-cycle returns to estrus. Transmission of the 
disease to females occurs during copulation, and also 
through artificial insemination. Although the male 
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does not become infected, he acts as a carrier of V. 
fetus, the organisms having been recovered from the 
prepuce and semen of bulls. Vibriosis is in reality a 
venereal infection of cattle, sheep, and goats, and 
possibly swine and horses. 

Freshly isolated cultures of V. fetus are made up of 
gram-negative, flagellated, motile organisms having 
curved rods 1.5 to 2 » long and 0.2 to 0.3 » wide. 
Long spiral forms occur, particularly in older cultures. 
The growth requirements are similar to those of Br. 
abortus. Primary isolation demands increased carbon 
dioxide tension. Albimi Brucella broth, trypticase soy 
broth, or tryptose phosphate broth will support 
growth. All strains are not homogenous, as several 
serotypes have been isolated.’ Cross agglutination re- 
actions with other bacterial species, including Br. 
abortus, occur.” V. fetus is not very pathogenic for 
laboratory animals. 

Although the frequency of bovine vibriosis is ap- 
proaching, and possibly surpassing, that of brucellosis, 
recognized human infections have rarely been re- 
corded. The only documented report found in the 
United States literature related to a laboratory worker 
who had a small pustule on his cheek.” While a stock 
culture of Micrococcus was sought in the contents of 
the pustule, V. fetus was isolated. The affected man 
had previously worked with cultures of V. fetus. Miss 
Elizabeth King of the Communicable Disease Center 
of the Public Health Service at Chamblee, Ga., has 
informed me that she has received strains of V. fetus 
that were isolated from at least five different 
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human patients. Vinzent and his associates* in 
France isolated V. fetus from the blood stream of 
three females during the course of pregnancy, two 
of whom aborted. Details on two males with infections 
due to V. fetus have also been reported from France.° 
More recently, Thibault and his associates ‘’ have 
stated that five strains of V. fetus of human origin 
have been identified in the Pasteur Institute in Paris. 
Four of these strains were isolated from males and 
one from a female. 

In view of the paucity of information on human 
vibriosis, the case reported here is of considerable 
interest. The patient was an employee of a meat- 
packing plant, working on the beef kill, and during 
the course of one year he had an infection due to Br. 
abortus and a subsequent illness due to V. fetus. 
The clinical features of vibriosis simulated brucellosis. 
V. fetus was isolated from the blood of the patient 
by two different laboratories independently, while 
they were searching for Brucella organisms as the 
cause of the illness. 


Report of a Case 


A 40-year-old employee of a meat-packing plant was first seen 
on May 21, 1954. Approximately one month previously he had 
become ill, with chills, fever, and severe sweats. He had been 
hospitalized by his own physician in his community and treated 
with penicillin; the treatment coincided with improvement. 
Shortly after leaving the hospital, however, the patient had a 
recurrence of chills and fever, with a temperature reaching 
102 F (38.9C). 

Two facts were elicited from the patient that had a direct 
bearing on his illness. First, he had been employed for 10 years 
on the beef kill as a “sticker,” severing the jugular vessels of 
cattle. Seven years before his referral to the university hospitals 
he had had brucellosis and had recovered. He had served five 
years in the armed forces without any illness. The second point 
of interest was that just before his present illness he had been 
hospitalized for 10 days, during which time varicose veins in 
both legs had been stripped out. Two days after the patient’s 
discharge from the hospital for this procedure, his present illness 
had started. 

Physical examination revealed no abnormalities, except for an 
occasional extrasystole and a soft precordial systolic murmur. 
The patient’s temperature was normal. The laboratory data 
revealed a trace of albumin in the urine. The leukocytes num- 
bered 8,050 per cubic millimeter, with 46% neutrophils, 36% 
lymphocytes, 17% monocytes, and 1% basophils. 

The erythrocyte sedimentation rate was normal. Brucella ag- 
glutinins were present in a titer of 1:320, and Br. abortus was 
isolated from a culture of blood. 

A diagnosis of acute brucellosis was accepted, and the patient 
was treated simultaneously with dihydrostreptomycin and tetra- 
cycline (Achromycin). He was given 1 gm. of dihydrostrepto- 
mycin intramuscularly every 12 hours for one week and then 0.5 
gm. twice daily during the second week. He received 0.5 gm. of 
tetracycline orally four times daily for a total of three weeks. 
He recovered from his illness, and he returned to the same 
occupation on the beef kill on June 23, 1954. 

He was next seen on Oct. 4, 1954. He had become ill 48 hours 
before, with fever, chills, headache, backache, weakness, and 
sweats. He had anorexia and diarrhea. He stated that he felt 
just the way he had during his previous attack of brucellosis. 
His own physician had suggested either a relapse or a reintec- 
tion due to Brucella organisms in referring him to the univer- 
sity hospitals. 

He appeared ill. His temperature was 98 F (36.7 C), pulse rate 
80, and blood pressure 110/70 mm. Hg. No physical abnormali- 
ties were detected except for a thrombophlebitis of the right 
brachial vein. This was the site of a venipuncture that had been 
performed 48 hours previously. Laboratory studies showed these 
results: specific gravity of urine 1.027, with acid reaction and 
no albumin and sugar, and with the sediment showing 67 
erythrocytes and 75 leukocytes per high-power field. The 
hemoglobin level was 15.6 gm. per 100 cc. There were 10,000 


HUMAN VIBRIOSIS—SPINK 181 


leukocytes per cubic millimeter, with 72% neutrophils, 17% lym- 
phocytes, 4% monocytes, and 4% eosinophils. The erythrocyte 
sedimentation rate was normal. The titer of Brucella agglu- 
tinins was 1:160. Venous blood was cultured in Albimi Brucella 
broth. No Brucella organisms were recovered, but a pure culture 
of gram-negative pleomorphic organisms, at first considered to 
be a contaminant, was isolated. 

Before the results of the blood culture were known, a diag- 
nosis of acute brucellosis was made, and the patient was treated 
again with a combination of dihydrostreptomycin and_tetra- 
cycline. He promptly recovered, and remained well. 

In the meantime the organisms trom the broth were success- 
fully grown on Albimi Brucella agar in the presence of 10% 
carbon dioxide. A gray, sparse, mucoid growth was observed on 
the surface. When studied with Gram’s stain, the organisms 
were gram-negative. Short curved rods predominated. A few 
stringy rods giving the appearance of Spirillum were also seen. 
The culture was studied by Dr. Robert Wise in the diagnostic 
bacteriological laboratories of the University of Minnesota Hos- 
pitals; he suggested that the culture might represent a species 
of Vibrio. A subculture was sent to the bacteriology diagnostic 
laboratory of the Communicable Disease Center in Chamblee, 
Ga., and Miss Elizabeth King identified the strain as V. fetus. 

At the time when efforts were being made to identify the 
organisms isolated from the blood, it was not known that the 
patient’s physician, Dr. D. L. Donovan of Alberta Lea, Minn., 
suspecting brucellosis, had obtained blood from the patient 
shortly after the onset of his illness, added it to tryptose phos- 
phate broth, and forwarded the material to the laboratories of 
the Minnesota Department of Health. Dr. Henry Bauer, director 
of the medical laboratories, had in turn isolated what he con- 
sidered was a species of Vibrio from this blood culture and had 
also sent a subculture on to the Communicable Disease Center, 
where the species was identified as V. fetus. This proved to be 
an important sequence of events, because thereby V. fetus was 
isolated from this patient’s blood on two separate occasions 
about 48 hours apart. 

A specimen of serum obtained from the patient on the second 
day of his illness, when V. fetus was present in the blood, was 
sent for serologic studies to Dr. W. N. Plastridge of the de- 
partment of animal diseases of the University of Connecticut at 
Storrs. He tested the serum against the antigens of three strains 
of V. fetus. The serum failed to agglutinate two of the antigens, 
which were representative for the most common serologic types 
found in cattle. The third antigen was agglutinated completely 
by a 1:25 dilution of serum and incompletely in the 1:50 dilu- 
tion. Dr. Plastridge informed us that this third antigen was pre- 
pared from a culture of bovine origin but from a_ serologic 
type not commonly found in cattle. This culture is serologically 
related to cultures oscurring fairly commonly in sheep. 

Miss Elizabeth King also carried out serologic studies with 
the strain isolated from the patient. She found that the pa- 
tient’s organisms, in common with other strains obtained from 
human sources, agglutinated antiserums prepared with human 
strains in a much higher titer than in antiserums prepared from 
animal strains of V. fetus. 


Comment 


Although vibriosis due to V. fetus is a common 
type of disease in cattle and sheep in the United 
States and in many other parts of the world, the in- 
fection rarely has been recognized in man. It is pos- 
sible that human vibriosis has been overlooked in the 
past. Since V. fetus has fastidious growth require- 
ments, essentially those of Br. abortus, improper medi- 
ums and conditions of growth may have led to a 
failure in isolating the organisms. On the other hand, 
hundreds of meat-packing employees suspected of 
having brucellosis have been examined at the Uni- 
versity of Minnesota Hospitals in the last decade, 
and if vibriosis were occurring in this group of indi- 
viduals it would seem that an occasional isolation 
would have been made. 

If the reservoir of the disease is domestic animals, 
it is difficult to ascertain how the disease was con- 
tracted in several of the reported human cases from 
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France. There is no evidence that V. fetus is trans- 
mitted from animals to man through milk. It is con- 
ceivable that in the present case the patient became 
infected through direct contact with the blood of in- 
fected animals on the killing line. In some of the 
reported cases, invasion of the blood stream appeared 
to coincide with the extraction of teeth. 

On the basis of a review of the clinical descriptions 
of the disease in man and experience with the present 
case, there are no distinguishing features of the illness 
that should lead to a diagnosis of vibriosis. Perhaps 
vibriosis should be suspected in individuals who have 
an undefined febrile illness and whose occupation 
brings them into contact with domestic animals, espe- 
cially sheep and cattle. For the time being, a definitive 
diagnosis must remain based upon isolation and iden- 
tification of V. fetus obtained from the tissues or body 
fluids. Because V. fetus and Br. abortus can share a 
common antigen, diagnostic agglutination tests for 
vibriosis may lead to erroneous conclusions. In the 
present case, and in other instances, therapy with 
antibiotics was attended by prompt recovery. The 
evidence would indicate that chloramphenicol and 
tetracvcline are the drugs of choice. 


Summary 


The organisms of Vibrio fetus were recovered from 
the blood of a patient who worked in a meat-packing 
plant, on the killing line. Although vibriosis is a com- 
mon cause of abortion in cattle and sheep, infections 
in humans rarely have been recognized. The illness 
simulates brucellosis, and the growth requirements 
of V. fetus are similar to those of Brucella abortus. 
The disease should be considered in the diagnosis of 
undefined febrile illness in patients having direct 
contact with cattle or sheep. 


J.A.M.A., January 19, 1957 
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ANTERIOR DISLOCATION OF THE SHOULDER—A SIMPLE AND EFFECTIVE 
METHOD OF REDUCTION 


William S. Smith, M.D. 


Thomas J. Klug, M.D., Columbus, Ohio 


The reduction of anterior dislocation of the shoulder 
is frequently regarded as a hospital procedure requir- 
ing general anesthesia and some type of manipulation. 
It is our purpose to call attention to a simple, eftective, 
atraumatic method of reduction of anterior dislocation 
of the shoulder without the necessity of general anes- 
thesia. The two most widely employed methods de- 
scribed in current textbooks ' are the Kocher maneuver 
and the Hippocratic method. Both frequently require 
general anesthesia, which may invite vigorous manip- 
ulation. The latter has been known to cause fracture 
of the neck of an osteoporotic humerus and trauma to 
the brachial plexus. 

Technique 


In 1899,° Stimson first utilized a procedure for re- 
duction of anterior shoulder dislocations that required 
neither a general anesthetic nor active manipulation. 


From the Department of Surgery, Division of Orthopedic 
Surgery, College of Medicine, Ohio State University. 


The patient was placed on a specially constructed 
canvas cot, and the involved arm was allowed to hang 
through a hole cut in one end of the cot. A 10-lb. 
weight was then tied to the wrist. Stimson found that 
reduction could be accomplished within six minutes 
in many cases. He did not administer any narcotic or 
sedatives to reduce muscle spasm. During the inter- 
vening years Siimson’s method or its modification has 
been relegated to a last choice in fracture texts. We 
have used a modification of Stimson’s technique on 
all anterior dislocations during the past 18 months. 
The results have been so gratifying that we feel the 
technique merits description in some detail. 

The reduction should be performed immediately 
after x-rays have verified the diagnosis and ruled out 
associated fractures. The success of this procedure is 
based primarily on good muscle relaxation, and it 
should always be carried out in as quiet a room as 
possible. The patient is assisted to a table or to a reg- 
ular hospital cart and placed in a supine position. 


pall 

and 
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After explaining that an injection will be given, we 
slowly inject 75 or 100 mg. of meperidine (Demerol) 
hydrochloride intravenously in the uninvolved arm. 
The dosage, of course, varies with the age of the 
patient, his general condition, and his state of relaxa- 
tion, and it should be given over a three-to-four-min- 
ute period. When the patient becomes drowsy and 
shows evidence of generalized relaxation with de- 
creased muscle spasm he is turned to the prone 
position. The involved arm is suspended over the side 
of the cart and a small sandbag is placed under the 
midclavicular area. The forearm of the patient is 
shaved, and then tincture of benzoin is applied. Two 
long strips of moleskin are applied to the forearm, 
paralleling the radius and ulna and extending from 
the elbow to about 4 in. beyond the wrist, and the 
ends are attached to a stirrup. A 3-in. elastic bandage 
is wrapped around the forearm, allowing only the 
distal 4 in. of moleskin to remain visible. A weight 
carrier is attached to the stirrup and a 5-lb. weight is 
gently placed on the weight holder. About one minute 
later an additional weight of 5 Ib. is added. The figure 
shows the position of the patient and the skin traction. 
If good relaxation has been obtained, we have found 
that the majority of anterior dislocations will be re- 
duced within a 10-minute period. After five minutes, 
if reduction has not been accomplished, a gentle pas- 
sive pendulum movement of the extremity may facili- 
tate relocation. The weights should be allowed to 
hang for only 10 to 15 minutes; if reduction is not ob- 
tained in that time a general anesthetic should be 
given and one of the conventional maneuvers carried 
out. 
Results 


With use of the above modification of Stimson’s 
method in 30 consecutive anterior dislocations, we 
have been able to accomplish reduction in about 75% 
of the cases. The method has been successful in all 
cases of recurrent dislocations for which it was used. 
It has been found to be a safe procedure that spares 
the patient a general anesthetic, causes only mild dis- 
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comfort, and produces very little trauma to the joint 
and contiguous structures. The time-consuming 
arrangements for general anesthesia are obviated, 


Position of patient and technique used for reduction of anterior 
dislocation of the shoulder. 


and it can safely be attempted in the office. Because 
of these distinct advantages, we feel this method is 
worthy of more generalized use. 


University Hospital (Dr. Smith). 
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REFERRED PAIN AND SCIATICA IN DIAGNOSIS OF LOW BACK DISABILITY 


George S. Hackett, M.D., Canton, Ohio 


The dermatomes of areas of referred pain in the 
groin, lower part of the abdomen, genitalia, buttocks, 
and extremities, including the toes, and in sciatica from 
specific disabled ligaments of the lumbar and pelvic 
articulations have been outlined (fig. 1) from obser- 
vations made during administration of approximately 
8,000 intraligamentous injections in the past 18 years 
in the diagnosis and treatment of 1,178 patients with 
low back disability.’ Knowledge of these dermatomes 
is an important diagnostic aid because, in my experi- 
ence, relaxation of the ligaments is the cause of more 
chronic low back disability than any other entity 
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and the cause of more referred pain in the lower 
extremities and more sciatica than all other factors 
combined. 

Figure 2 shows the ligaments, their trigger points 
of pain, and hypodermic needles in position both for 
confirmation of diagnosis and for treatment. A physi- 
cian who is familiar with the trigger points of specific 
ligaments, their definite areas of referred pain, and 
what is already known about the associated anatomic 
structures will be able to diagnose low back disability 
with confidence. Ligament fibers crisscross in various 
directions between articulating bones to maintain sta- 
bility of the joint in all positions and limit the extent 
of motion in all directions. After sprains and tearing, 
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the ligament fibers sometimes do not regain their 
normal tensile strength, and a chronic condition of 
ligamentous relaxation results. 


Origin of Pain 


The local pain, referred pain, and sciatica accom- 
panying instability of joints resulting from ligamentous 
relaxation have their origin in the sensory nerves 


LIGAMENT 
TRIGGER POINTS 
LS Lumbosocrol 
tliolumbor 
A Posterior 
8 Sacroiliac 
D Ligament 
H_ Hip joint 
SS Sacrosciatic 


SC Sacrococcygeal 
SN Sciatic Nerve 


Fig. 1.—Dermatomes of areas of referred pain from lumbosacral 
and pelvic ligaments. IL, iliolumbar ligament (ilial attachment ); 
AB, posterior sacroiliac ligament ( upper two-thirds ); D, posterior 
sacroiliac ligament (lower outer fibers); HP, hip articular liga- 
ment (posterior superior fibers, pelvic attachment); HF, hip, 
articular ligament (posterior superior fibers, femoral attach- 
ment ); SS, sacrospinous and sacrotuberous ligament (sacral at- 
tachment ). 


located within the ligaments that support the 
articulation. Leriche* and Gardner® revealed the 
abundant supply of sensory nerves in ligaments near 
their bony attachments. Brain* revealed that sensory 
nerves in somatic structures such as ligaments function 
as proprioceptors. Lennander’ reported the origin of 
pain and referred pain from traction on nerves, which 
he observed while operating on patients who were 
under local anesthesia. 

When a ligament becomes relaxed, normal tension 
produces stretching of the ligamentous fibers. This 
causes overstimulation of the sensory nerves, which 
do not stretch, and produces a bombardment of 
afferent somatic proprioceptive impulses from the 
ligament to the posterior root ganglion of the spinal 
cord. Some of these impulses are transmitted to the 
brain and produce a conscious perception of local 
pain, while other impulses in some way stimulate 
exteroceptive impulses, which also enter conscious- 
ness as superficial pain from an area that has its 
sensory distribution from the same spinal segment and 
is known as the area of referred pain. 

Sciatica accompanies relaxation of the ligaments 
that support the inferior margin of the sacroiliac 
joint (fig. 2, D). The piriformis muscle has its medial 
attachment to the ligament at this point. According to 
Grant,” the sciatic nerve passes below the piriformis 
muscle in 87.5% of cases, through it in 12% and above 
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it in 0.5%. This places the ligament, muscle, and nerve 
in approximation. Apparently, when the ligamentous 
relaxation is especially painful, a protective spasticity 
of the muscle develops into an inflammation that in- 
volves the sciatic nerve. This is the most logical 
explanation for the accompanying sciatica with 
trigger-point tenderness (fig. 2, SN) and pain extend- 
ing to the toes (fig. 1, SN). Stabilization of the lower 
portion of the sacroiliac joint by strengthening the 
ligaments promptly and permanently clears up the 
trigger point of pain and tenderness, the referred 
pain, and the sciatica. 
Diagnosis 


The accurate diagnosis of instability of joints from 
ligamentous relaxation depends on correlation of the 
(1) history, (2) physical examination, (3) confirma- 
tion of the diagnosis, and (4) roentgenograms. One 
should obtain from the patient an accurate descrip- 
tion and location of the local pain (fig. 2) and of the 
definite areas of referred pain (fig. 1) that the pa- 
tient has observed. 

Knowledge of the origin of the various areas of 
referred pain is of inestimable value in directing 
attention to the specific ligaments involved. For ex- 
ample, referred pain in the groin (fig. 1, IL) asso- 
ciated with trigger-point tenderness (fig. 2, IL.) comes 
from relaxation of the iliolumbar ligament. Referred 
pain in the center of the calf and beneath the heel 
(fig. 1, SS) comes from the sacrospinous ligament 


Fig. 2.—Trigger points of pain and needles in position for con- 
firmation of diagnosis and for treatment. IL, iliolumbar; LS, 
lumbosacral (supraspinous and interspinous ); A,B,C,D, posterior 
sacroiliac; SS, sacrospinous; ST, sacrotuberous; SC, sacrococcy- 
geal; H, hip (articular); SN, sciatic nerve. 


(fig. 2, SS). Referred pain in the outer side of the 
calf and foot to the little toe and numbness beneath 
the foot into the fifth, fourth, third, and second toes 
(fig. 1, D) comes from the posterior sacroiliac liga- 
ment at the inferior margin of the sacroiliac joint 
(fig. 2, D). Referred pain in the great toe accom- 
panied by pain on top of the foot and the postero- 
lateral aspect of the thigh and leg (fig. 1, HF) comes 
from the attachment of the articular ligament of the 
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hip to the femur (fig. 2, F), and pain in the great toe 
(fig. 1, SN) accompanied by pain in the center of 
the thigh and leg and at the external malleolus (but 
not on top of the foot ) comes from sciatica ( fig. 2, SN ) 
and is most often caused by relaxation of the posterior 
sacroiliac ligament (fig. 2, D) accompanied by 
relaxation of the sacrospinous ligament (fig. 2, SS). 
The physical examination consists of getting the 
patient in a comfortable position (standing and re- 
clining) and creating pressure with the thumb over 
the various known trigger-point areas (fig. 2) of the 
spine and pelvis to determine the definite ligaments 
involved. A correlation of the location of the trigger- 
point pain and the areas of referred pain is then made. 
The diagnosis is confirmed by “needling” with a 
local anesthetic solution. The point of the needle is 
inserted within the disabled ligament. The irritation 
produced by the needle together with the pressure of 
the anesthetic solution will immediately reproduce the 
local pain and frequently the referred pain, both of 
which will disappear promptly as anesthesia takes 
place. The diagnosis is foolproof, and the patient's 
confidence is won. 

The diagnosis is verified at each treatment by the 
reproduction of the local and often the referred pain 
as the needle and proliferating solution are introduced 
within the ligament. Roentgenograms are without 
value in determining ligamentous relaxation but are 
valuable in other anatomic conditions. They should 
never be observed until after a diagnosis based on 
the history and physical examination has been made, 
because misleading impressions may be gained in 
the interpretation. 

Treatment 


The treatment of joint instability from ligamentous 
relaxation is by prolotherapy (the rehabilitation of 
an incompetent structure by the generation of new 
cells). The injection of a proliferating solution within 
the fibers of the relaxed ligament at the junction of 
ligament to bone stimulates the production of new 
bone and fibrous tissue, which permanently strength- 
ens the “weld” at the fibro-osseous junction. The treat- 
ments are usually given in the office, but the more 
incapacitated patients with extensive involvement are 
treated in the hospital, where as many as 20 injections 
can be given in one day while the patient is under 
analgesia or anesthesia. The injections given in the 
office are usually limited to about six. After sufficient 
injections are given to cover all disabled ligaments, 
the patient resumes his usual activities and reports 
for reevaluation of his condition in six weeks. The 
patients know when they are cured. 

The proliferant stimulates the production of new 
cells over a period of one month. Any referred pain 
and trigger-point pain that is present four to six 
weeks after treatment or recurs later directs attention 
to a specific disabled ligament that requires additional 
treatment. Tendon (muscle) attachments to the skele- 
ton become relaxed just as do ligaments, have trigger- 
point pain and referred pain, and respond similarly 
to prolotherapy. 
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Results of Treatment 


Of 146 consecutive patients with previously un- 
diagnosed back disability, 94% were shown to have 
relaxed ligaments as the chief cause of disability. 
These patients were from all over the United States, 
and they were seen over a two-month period in 1955. 
One patient had submitted to four laminectomy and 
spinal-fusion operations. There was one patient with 
a ruptured disk in the series. In 1956 a similar series 
of 124 patients from Michigan were seen in a four- 
month period, and it was found that, in 97%, dis- 
ability resulted from ligamentous relaxation. One 
patient had submitted to three spinal operations. 
There were no patients with ruptured or “slipped” 
disks in this series, although many had been advised 
otherwise. I find ruptured disks in 0.5% of the patients. 
Some of the patients had been advised to consult 
psychiatrists; others had come to depend on drugs. 

At the end of 14 years a survey revealed that 52% 
of 1,178 patients treated with prolotherapy considered 
themselves cured. I believe that I am now curing 
about 90% of the patients with instability of joints due 
to ligamentous relaxation to their satisfaction. Ages 
of patients range from 15 to 88 years. The duration 
of disability before treatment was from three months 
to 56 years, with an average of 4'2 years. No untavor- 
able incident occurred in connection with the 8,000 
intraligamentous injections. 


Summary 


In my experience, pain referred to the lower extrem- 
ities and sciatica are caused more often by relaxa- 
tion of the ligaments of the lumbar and pelvic joints 
than by all other factors combined. The use of this 
knowledge in the diagnosis of low back disability 
directs attention to the specific ligament involved. 
Stabilization of joints, with permanent elimination 
of low back pain, referred pain, and sciatica, is ac- 
complished by prolotherapy (the rehabilitation of an 
incompetent structure by the generation of new cells). 


616 First National Bank Bldg. (2). 
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TREATMENT OF INTERMITTENT 
CLAUDICATION 


GUEST EDITORIAL 
Keith S. Grimson, M.D. 


As average life expectancy increases, physicians are 
more frequently confronted with patients describing 
intermittent claudication caused by arteriosclerosis. A 
decision must be made as to whether medical man- 
agement is to be used alone or is to be supplemented 
by a sympathectomy or an arterial replacement or 
bridge. Systemic atherosclerosis causes a variety of 
complications, including cerebrovascular accidents, 
coronary occlusions, renal failure, and mesenteric 
thrombosis. These are pertinent to this editorial only 
as usual causes of death. Occlusion of the lower part 
of the aorta or its iliac and femoral branches ordinarily 
is a less serious event in the disease process. Patients 
in whom intermittent claudication develops should 
receive medical treatment for systemic atherosclerosis. 
This includes advice with regard to regulation of ex- 
ercise and limitation of weight. Also, according to 
present evidence, it should include a strict low-fat 
diet, supplemented if necessary by ingestion of sito- 
sterols (Cytellin). Diabetes, if present, must be care- 
fully controlled. Extensive research in the field of 
atherosclerosis has developed additional therapeutic 
approaches now considered experimental in nature. 

For the limbs of patients with intermittent claudica- 
tion, usual recommendations include instructions con- 
cerning care of feet, use of self-performed or mechan- 
ical peripheral vascular exercises, and consideration 
of use of adrenolytic or sympatholytic drugs. Instruc- 
tions for foot care include careful hygiene, insulation 
for warmth rather than heat, proper shoes, and advice 
with regard to control of pain induced by walking. 
Patients with mild claudication experience relief when 
they persist in walking. Some physicians believe that 
persistence with walking encourages development of 
collateral circulation. Other patients with more pro- 
nounced symptoms are forced to stop and rest. Most 
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physicians believe that these patients, or all patients 
with claudication, should stop and rest before pain 
develops and thus avoid ischemia of tissues. 

Buerger’s classic exercises are accepted as a stand- 
ard methed for inducing alternating postural ischemia 
and turgescence of extremities. Many patients will not 
do these exercises two or three hours a day; others 
with angina should not. Alternate interruption and 
release of venous return can be accomplished by use 
of a blood pressure cuff, or this can be done mechan- 
ically by application of leg cuffs connected to a 
Burdick rhythmic constrictor. Oscillating beds are 
available but expensive for home use. The motor- 
driven tilting bed is a useful adjunct to the hospital 
management of acute arterial insufficiency. The rhyth- 
mic constrictor or the oscillating bed can be used at 
home during rest periods or at night, without loss of 
working hours. There is no proof of the effectiveness 
of these mechanical devices, but patients report some 
symptomatic relief. 

Recently, a more expensive machine, the Syncardon, 
has been extensively promoted to the medical pro- 
fession. It picks up electrical impulses from the heart 
and exerts brief air pressure impulses through cuffs 
on an extremity, timed to follow the apex of the pulse 
wave. Unfortunately, intra-arterial pulse wave con- 
tours obtained distal to the cuff in normal extremities 
do not demonstrate a significant effect. Our trial in 
patients with a variety of peripheral vascular dis- 
orders has not demonstrated significant benefit. The 
Syncardon is also described in the literature as bene- 
fiting patients with diabetes, hypertension, arthritis, 
and many other diseases. It is my prediction that this 
machine will soon join the Pavex glass boot suction 
equipment, which was once popular and which now 
gathers dust in many storerooms. 

The use of adrenolytic or sympatholytic drugs as a 
treatment for arteriosclerotic obstructive disease is 
based primarily on the warming of extremities that 
follows an intravenous, intramuscular, or intra-arterial 
injection. With oral administration, this effect is less 
and fluctuates from dose to dose. Also, tachycardia 
occurs and occasionally has precipitated difficulty in 
patients with coronary insufficiency. Our studies have 
not demonstrated any real value of these drugs in the 
treatment of chronic arterial obstruction, although 
there is benefit in certain acute occlusions and in con- 
ditions such as Raynaud's disease. Since medical man- 
agement directed toward the local problem in the legs 
is of limited value, surgery is often considered a 
necessary supplement. 

Sympathectomy with removal of lumbar ganglions 
is a standard procedure often employed as a treat- 
ment for one or both legs. The usual area of denerva- 
tion, determined by loss of sweating, is downward 
from the level of the knee or lower thigh. Results have 
improved as the level of sympathectomy has been ex- 
tended upward to include at least the 1st lumbar or 
the 12th thoracic ganglions. I remove the sympathetic 
chain up through the 10th thoracic ganglion for pa- 
tients with segmental iliac or lower aortic obstructive 
disease, and thus denervate the leg and lower trunk 
up to the level of the umbilicus. 
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Reasons for benefit by sympathectomy vary accord- 
ing to different authorities. All agree that the skin is 
warmed and that dryness of foot and toes minimizes 
likelihood of a localized break, with infection or 
necrosis. There is no good evidence that blood flow 
through muscles increases. It is my belief that sym- 
pathectomy interrupts the normally occurring and 
almost continuous vasomotor stimulation of the vas- 
cular bed of an extremity. The diseased blood vessels 
are thus put at rest. Also, passive vascular exercise 
without reflex vasoconstriction is permitted all day 
long as the patient changes activity and posture. 

Regardless of reasons for benefit, the value of sym- 
pathectomy seems well established. This is evidenced 
by patients who return a few years after a unilateral 
procedure with that leg warm and its function im- 
proving but now with symptoms in the other. Sym- 
pathectomy is performed with a low operative risk, 
and, during operation, the condition of the abdominal 
aorta and iliac arteries can be determined by palpa- 
tion. It produces the best results when used early in 
the disease process and when supplemented by med- 
ical management including a low-fat diet. It is of 
limited or no value for patients with advanced stages 
of chronic ischemia associated with marked trophic 
changes, resting pain, or gangrene. For these patients, 
operative procedures such as local amputation and 
peripheral nerve crush are occasionally applicable as 
supplements to passive vascular exercise and other 
forms of medical management. However, relief of 
symptoms by local surgery is infrequent and the oc- 
casional limb saved is often poor in function. These 
measures should not be frequently employed or long 
continued, since the associated limitation of activity 
of the patient and the pain often precipitate renal, 
cardiac, or cerebral complications. Early amputation 
is ordinarily advisable. 

Intra-arterial injections of radiopaque contrast me- 
diums are now employed with increasing frequency 
for patients with intermittent claudication as a means 
of visualizing localized or segmental areas of arterial 
obstruction. Injections at or above the level of the 
renal arteries occasionally cause damage to the spinal 
cord or the kidneys. Injections into the terminal part 
of the aorta are less hazardous. Aortograms seem in- 
dicated only when surgery is being considered for 
obliterative disease of the abdominal aorta or iliac 
arteries. Injections into a pulsating femoral artery 
have a minimal risk and are frequently indicated. 
Often a roentgenogram visualizes a segment of ob- 
struction longer than was anticipated by symptoms 
and findings. In these patients, arterial obliteration 
has occurred gradually and the development of col- 
lateral vessels has maintained an adequate flow of 
blood. Need for surgery should be based more on the 
clinical findings than on the arteriogram. 

A recent trend in vascular surgery has been an in- 
crease in the frequency of use of bifurcation homo- 
grafts or cloth tubes to replace sites of localized ob- 
struction in the terminal part of the aorta or iliac 
arteries or shunt blood around them. Homografts and 
their cloth substitutes have unquestionably improved 
the treatment of aneurysms and have relieved the 
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acute ischemia caused by thrombosis or rapid occlu- 
sion of areas of segmental narrowing before develop- 
ment of adequate collateral circulation. Aneurysms 
and acute ischemia are emergency problems. The use 
of grafts or tubes for the gradually developing ob- 
struction of the terminal part of the aorta (Leriche’s 
syndrome) or of one or both iliac arteries with ade- 
quate collateral circulation should not be considered 
urgent. Prognosis without surgical treatment is good, 
probably better than that for arterial disease lower in 
the leg. Nevertheless, surgery is often indicated to 
increase life expectancy of legs or to relieve symp- 
toms. Successful substitution of a bifurcation homo- 
graft or tube for these patients frequently relieves the 
symptom of claudication. The risk of the alternate 
procedure, lower thoracic and lumbar sympathectomy, 
is lower but claudication is less frequently relieved. 
There is also a trend toward more frequent use of 
long femoral homografts or tubes to bypass blocked 
segments in the superficial femoral artery with use of 
an end-to-side anastomosis without resection. The 
operative risk of these bypass grafts or tubes is lower 
than that of transabdominal bifurcation grafts, al- 
though not as low as that of lumbar sympathectomy. 

Decision between sympathectomy, arterial surgery, 
or both for patients with segmental aortic, iliac, or 
femoral obstructions might vary according to several 
associated circumstances. Generally, the patient with 
extensive disease of the artery and the vascular bed 
beyond a site of obstruction is considered for sym- 
pathectomy. Success of a graft depends upon the 
presence of an adequate peripheral artery and vas- 
cular bed into which blood can flow freely. If a pa- 
tient has an adequate artery above and below a point 
of obstruction and adequate collateral circulation he 
can be treated by sympathectomy or by a bypass pro- 
cedure. The laborer who must walk long distances or 
use his legs vigorously in his occupation might be 
considered for a bypass even though the risk of loss 
of limb or life with this operation is somewhat greater 
than with sympathectomy. Businessmen and other 
persons whose occupations require less physical effort 
and who are less handicapped by intermittent claudi- 
cation might be considered for sympathectomy be- 
cause of the lower risk and in spite of the less 
frequent relief of intermittent claudication. As yet 
there is no good evidence that the bypass grafts in- 
crease the life expectancy of limbs. Results in sig- 
nificant groups of patients after many years are not 
yet known. Some persons with combinations of diffuse 
arterial disease and proximal segmental obstruction 
may require a combination of sympathectomy and a 
bypass graft. 

The increasing variety of operative procedures, the 
increasing frequency of use of arteriograms, and the 
need for individualization of treatment increase the dif- 
ficulty of the decision required of the physician who 
is first consulted by a patient with intermittent claudi- 
cation. Many patients can and should be managed 
medically; medical management should continue for 
all. Nevertheless, consultation with a surgeon in- 
terested in peripheral vascular disease is usually ob- 
tained evén when cerebral, cardiac, or renal impair- 
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ment apparently presents a definite contraindication 
to surgery. An occasional patient whose arterial in- 
sufficiency seems moderate and slowly progressive 
later will develop a problem of acute ischemia caused 
by thrombosis or embolus. Details of a previous care- 
ful peripheral vascular study are then helpful in judg- 
ing the management of the emergency. Also, arterial 
obstructive disease can be more easily and_ safely 
benefited by surgery at an early stage in the disease 
process. Results at late and complicated stages are 
less favorable. There has been no lessening of im- 
portance of medical management for generalized 
arteriosclerosis and for care of limbs. However, the 
physician and the surgeon working together can im- 
prove results and save limbs by selecting those pa- 
tients who can be most helped by surgery and by 
selecting the operation best suited to their individual 
problems. 


DIAGNOSIS OF HUMAN LEPTOSPIROSIS 


The importance of leptospiral diseases to the health 
of man and animals has only been appreciated in 
recent years. Previous to 1938, the only recognized 
form of leptospirosis in the United States was Weil's 
disease, caused by Leptospira icterohaemorrhagiae. 
This disevse was known to be transmitted by rats and 
was considered to be restricted to persons whose occu- 
pation brought them in close contact with the urine 
of infected animals. However, in 1938, Meyer and his 
associates ' reported a case of human leptospirosis due 
to Lept. canicola in which the dog was the reservoir 
of the disease, while, in 1951, Schaeffer* reported an 
epidemic due to Lept. pomona, which three years 
earlier had been recognized as the cause of an out- 
break of disease in dairy cxttle in New Jersey.* Subse- 
quently, five more strains—Lept. bataviae, Lept. 
autumnalis, Lept. ballum, Lept. pyrogenes, and Lept. 
hebdomidis—have been incriminated in human lepto- 
spirosis in this country.' 

Failure to recognize human leptospirosis is due in 
part to the fact that the manifestations of the disease 
are so protean that, in most cases, laboratory assistance 
is necessary for accurate diagnosis. Occasionally Lepto- 
spira organisms may be detected in examination of 
fresh blood, or the organisms may be isolated from 
blood, urine, spinal fluid, or tissue emulsions by direct 
cultivation or after inoculation into susceptible ani- 
mals. Since the organisms are not very resistant, these 
techniques are not suitable for transported specimens, 
so that routine diagnostic procedures must be based 
on the detection of specific antibodies in the serum by 
agglutination, agglutination-lysis, or complement-fixa- 
tion techniques.” The agglutination test, performed 
with formalin-killed Leptospira organisms, is consid- 
ered less of a hazard to laboratory personnel than the 
agglutination-lysis test, in which motile organisms are 
employed. Both these tests, however, are relatively 
type-specific, so that a number of different serotypes 
are required as antigens, making these procedures well 
suited for epidemiological studies but laborious for 
routine screening purposes. Complement-fixation pro- 
cedures exhibit a broader spectrum, a battery of three 
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antigens being sufficient for the detection of antibodies 
caused by any of the eight serotypes known to cause 
infection in the United States.° Unfortunately, how- 
ever, because of the relative or absolute specificity of 
these serologic procedures, epidemiological studies 
mav not have revealed all of the Leptospira organisms 
infecting man in the United States. 

Recently, attention has been directed toward the 
development of an antigen with sufficiently broad 
specificity to manifest antibodies produced against all 
serotypes of Leptospira. Chang and McComb suc- 
ceeded in isolating apparently genus-specific erythro- 
cyte-sensitizing substances from five strains of patho- 
genic Leptospira. These substances, however, were 
relatively unstable and their activity was manifested 
in relatively low dilution compared with the type- 
specific agglutination-lysis reactions. Cox * subsequent- 
ly showed that similarly prepared leptospiral extracts 
would sensitize sheep erythrocytes in the presence of 
homologous antiserum to the lytic action of comple- 
ment. The results of reciprocal titrations between vari- 
ous leptospiral serotypes and their homologous and 
heterologous antiserums showed this test also to be 
group-specific rather than type-specific. On the basis 
of this finding, Cox has described a routine screening 
procedure for detecting leptospiral antibodies in hu- 
man serums with Lept. pomona used as the source of 
leptospiral extract. Comparative titrations on 580 hu- 
man serums indicate that this hemolytic test is much 
broader than the agglutination-lysis test and much 
more sensitive than the hemagglutination test. Should 
the leptospiral extracts prove stable for adequate peri- 
ods with regard to their hemolytic activity, this test 
may well prove a most useful tool for screening pur- 
poses, since it combines the attributes of rapid per- 
formance, sensitivity, and easy readability and at the 
same time is without hazard to the operator. The 
development of such a test not only would provide a 
useful diagnostic tool for practicing physicians and 
veterinarians but would be of inestimable value in 
epidemiological surveys. 
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Report of the Council on Medical Service 


Dr. H. B. Mulholland, Vice-Chairman, presented 
the report of the Council on Medical Service (see THE 
Journat, Oct. 20, 1956, pages 803-816), which was re- 
ferred to the Reference Committee on Insurance and 
Medical Service. 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. George A. Earl, Chairman, Minnesota, sub- 
mitted the following report, which was adopted: 


REPORT OF THE COUNCIL ON MEDICAL SERVICE 


Your reference committee notes with regret the ab- 
sence because of illness of Dr. Joseph D. McCarthy of 
Nebraska, Chairman of the Council, but understands 
that he is recovering satisfactorily. Dr. H. B. Mul- 
holland, Vice-Chairman, officiated at this Seattle meet- 
ing. Your committee also notes with regret the great 
loss, through death, of Drs. Arthur C. Scott Jr. of 
Texas, and Thomas A. McGoldrick of New York. 

Its annual report gives a brief cataloging of the 
activities of the Council. The Council functions with 
the assistance of eight committees: 

Medical School Study: In reviewing the report on 
the medical school study your committee would like 
to quote from the report itself: “It would serve no pur- 
pose to review the report at this time. However, the 
Committee would urge that the members of the House 
discuss the recommendations with their state associa- 
tions, particularly those having to do with the develop- 
ment of proper liaison between the physicians in pri- 
vate practice and the medical schools. The breakdown 
of such liaison, in the opinion of this Committee, has 
been a primary factor in most of the areas where con- 
flicts have occurred.” 

Group Practice: The Committee on Medical and 
Related Facilities of the Council has accumulated 
data on group practice and your reference committee 
notes the confusion regarding definitions of groups 
which hampers accurate reporting on this subject. 

Hili-Burton Hospital Construction Act: Your com- 
mittee notes that a statistical study is being made. It 
notes particularly the statement of the Board that 
“continued endorsement by the Association should be 
based on the facts as they exist today and not as they 
existed ten years ago.” Your committee recommends 
that doctors must interest themselves in this matter. 
In conferences on Hill-Burton programs doctors should 
be active participants. 

Physicians Placement Service: This valuable service 
to general practitioners and specialists is noteworthy. 


Chronic Illness: The Chronic Illness Newsletter is 
arousing increasing interest and is being requested by 
many groups. 

Surveys: Home care programs and central services 
for the chronically ill are being studied. 

Amendment to Social Security Act: Your reference 
committee calls attention to the portion of the report 
of the Council’s Committee on Indigent Care regard- 
ing the amendment to the Social Security Act with the 
following comment: Each state medical association 
should take cognizance of the amendment to the Social 
Security Act which provides funds on a matching basis 
for categorical groups such as the blind, dependent 
children, and other indigents. Your reference commit- 
tee recommends that state associations consider the 
development of machinery for handling this program. 

Committee on Maternal and Child Care: The main 
section of this report is devoted to the Guide for Ma- 
ternal Death Studies. The reference committee has 
reviewed this guide and endorses it. It is noted that 
the Committee on Maternal and Child Care has been 
active with other national groups and agencies, among 
them the Children’s Bureau of the United States De- 
partment of Labor. 

United Mine Workers of America Welfare and Re- 
tirement Fund: The Committee on Medical Care for 
Industrial Workers has discussed the problems involved 
with representatives of the Pennsylvania, Illinois, and 
Colorado state medical associations, and its services 
are still available. Every effort should be made at the 
local level to solve problems between medical societies 
and the UMWA. 

Guiding Principles for Evaluating Management and 
Union Health Centers: It is understood that these prin- 
ciples will be reviewed as soon as the revision of the 
Principles of Medical Ethics has been completed. 

Committee on Federal Medical Services: Your reter- 
ence committee understands with regret that liaison 
with the American Legion has not been productive 
thus far. The Committee on Federal Medical Serv- 
ices has, therefore, resumed its informational efforts 
through the Federal Medical Services Newsletter, the 
Veterans Medical Care Factbook, the Speakers Kit, and 
the Veterans Medical Care Educational Program. 
Your reference committee notes that directives to the 
Council from the House are being adequately imple- 
mented. 

Committee on Prepayment Medical and Hospital 
Service: Your committee notes the reports of increas- 
ing voluntary health insurance coverage and that en- 
rollment for all types of benefits was at a rate greater 
than the rate of increase of the total population. It 
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recommends that all voluntary health insurance plans 
continue to extend their coverage for catastrophic ill- 
nesses. 

Your reference committee believes grievahce com- 
mittees have been of great value in dealing with the 
problems of unusual charges and insurance abuses, 
and commends the development of the simplification 
of claim forms. 

Committee on Relations with Lay-Sponsored Volun- 
tary Health Plans: Your reference committee notes 
with regret the death of Dr. James Stevenson of Okla- 
homa. It realizes the importance of subjects under 
discussion by the Council’s Committee and will be 
awaiting with interest further reports by this group. 
The reference committee notes that the Commission 
on Medical Care Plans, under the chairmanship of Dr. 
Leonard Larson, is also studying this subject, and 
therefore no recommendations are made at this time. 

Committee on Aging: Your committee endorses the 
change in name of this committee from the Committee 
on Geriatrics to the Committee on Aging. Much work 
is to be done as indicated by the few states and coun- 
ties which have committees for the study of this 
problem. Your reference committee recommends that 
county and state societies be encouraged to interest 
themselves in this field. The proposed publication in 
Tue JourNAL of informative articles on this subject 
should prove very valuable. 


Supplementary Report of the Council on 
Medical Service 


Dr. H. B. Mulholland, Vice-Chairman, presented 
the following supplementary report, which was re- 
ferred to the Reference Committee on Insurance and 
Medical Service: 


Revision oF A. M. A. Poticy ON VETERANS CARE 


In June, 1956, the report of the Reference Committee 
on Insurance and Medical Service, which was adopted 
by the House, stated: 


Inasmuch as the 1953 policy of the American Medical Asso- 
ciation House of Delegates adds certain temporary exceptions in 
respect to the Veterans Administration care of nonservice-con- 
nected disabilities, such as those of neuropsychiatric or tuber- 
culous origin, it is recommended that a reconsideration of these 
temporary exceptions be made by the Council on Medical Serv- 
ice, through its Committee on Federal Medical Services, with a 
view to adjusting these exceptions in more realistic fashion to the 
needs of areas of this country where local facilities do not exist 
for the care of mental disease, tuberculosis, and other chronic 
disabilities as well. 

The present policy of the American Medical Asso- 
ciation with respect to the provision of medical care 
and hospitalization benefits for veterans in Veterans 
Administration and other federal hospitals is that such 
care should be limited to the following two categories: 

(a) Veterans with peacetime or wartime service whose dis- 
abilities or diseases are service-incurred or aggravated; and 

(b) Within the limits of existing facilities to veterans wth 
wartime service suftering from tuberculosis or psychiatric or 
neurological disorders of nonservice-connected origin, who are 
unable to defray the expenses of necessary hospitalization. 

After full consideration of this subject and on the 
recommendation of the Committee on Federal Medical 
Services, the Council recommends the deletion of cate- 
gory (b) above. With this deletion the Association's 
policy would then read: 


J.A.M.A., January 19, 1957 


With respect to the provision of medical care and hospitaliza- 
tion benefits for veterans in Veterans Administration and other 
federal hospitals that new legislation be enacted limiting such 
care to veterans with peacetime or wartime service whose dis- 
abilities or diseases are service-incurred or aggravated. 


Care For Crvit SeERvICE EMPLOYEES 


In June, 1956, the report of the Reference Committee 
on Insurance and Medical Service, concerning Resolu- 
tion No. 6 introduced by the Texas delegation, stated: 

. . that since the examination of Civil Service employees by 
government military medical personnel at taxpayers’ expense is 
a fait accompli under Public Law 658 of the 79th Congress, 1946, 
and under Presidential directives of 1950, it would little avail 
the House of Delegates to “strongly oppose” the practice. How- 
ever, because such a practice might conceivably justify some use 
of physicians drafted into military service, your committee recom- 
mends that this matter be referred to the Council on Medical 
Service that its Committee on Federal Medical Services might 
investigate this matter and report back to the House at the 1956 
Interim Meeting. 


In considering this matter it was evident that the 
primary concern was with drafting of physicians into 
military service and therefore the Council on Medical 
Service asked the Council on National Defense to con- 
sider this resolution and to give its opinion on the 
effect of this program on the drafting of physicians. 
After conferences with representatives of military med- 
ical services and a review of the operation of this pro- 
gram by the military services, the Council on National 
Defense has reported its belief “that the military de- 
partments are sincerely trying to utilize civilian and 
contract physicians in discharging this obligation in 
spite of the fact that, on occasion, it is necessary to 
use the services of military physicians” and in its opin- 
ion “the operation of this program, for several years 
now, has not resulted in more than token utilization 
of military physicians.” The Council on Medical Serv- 
ice concurs in this opinion of the Council on National 
Detense. 


Gurpes FoR MepicaAL SOCIETIES IN DEVELOPING PLANS 
FOR TAX-SUPPORTED PERSONAL HEALTH SERVICES 
FOR THE NEEDY 


INTRODUCTION 


These guides are a revision of the statement devel- 
oped by the Committee on Indigent Care in consulta- 
tion with representatives from the American Hospital 
Association, American Dental Association, American 
Public Welfare Association, and American Public 
Health Association. When the project was started, it 
was hoped that a joint statement could be developed 
that would be agreeable to all concerned. However, 
some basic differences concerning both philosophy and 
operational method developed, and the original state- 
ment, approved by the other four organizations, did 
not seem to conform to American Medical Association 
policy. In view of this and in view of the new social 
security amendments relative to public assistance, the 
Committee on Indigent Care believes that some guides 
to medical societies are necessary at this time. It is 
believed that there is much in both the original state- 
ment and this statement that is in agreement and that 
it will be useful in developing programs of indigent 
medical care within the new provisions of the social 
security law. 
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GUIDES 


This statement has been prepared as a guide for the 
provision of tax-supported personal health services for 
those individuals who are unable to obtain such serv- 
ices through their own resources or with the assistance 
of their families or philanthropic or voluntary agencies. 
Personal health services are defined, for the purposes 
of this statement, to include the services of physicians, 
dentists, nurses, and other health personnel in home, 
office, and clinic, as well as hospital care, laboratory 
services, drags, and appliances. The statement is not 
intended to apply to health service programs designed 
for the entire community and therefore available to 
individuals without regard to financial need. 

1. Administration.—Tax-supported personal health 
services for the needy should be administered by an 
appropriate governmental unit, local or state, as close 
to those being served as is consistent with effective, 
efficient, and economical administration. 

This responsibility (with the possible exception of 
services provided in public institutions) should be 
assumed by a single agency at each level of govern- 
ment. This agency may, in turn, delegate administra- 
tion of the actual provision of services to another 
agency, possibly a specially organized service unit of 
a state or local medical society. If this is done, there 
must be provision for close coordination between the 
government agency and the medical society service 
unit to assure that the total needs of the patient are 
met. 

The health service program should be directed by 
persons with broad technical knowledge of health care 
and should provide for physician supervision of all 
medical aspects of the administration of the program. 
Appropriate professional advisory committees should 
be appointed and used to provide advice and guidance 
on various aspects of the program. 

Regular meetings between the administrative agen- 
cy and the professional and hospital groups concerned 
in providing the service should be an integral part of 
the program. 

Il. Financial Aspects.—The methods of financing of 
such health services should be determined by the ap- 
propriate unit of government, local or state. 

Methods and amounts of payment for personal 
health services should be equitable and determined in 
conference between the responsible public agency and 
representatives of the providers. In the case of institu- 
tions, payment schedules should be based on the full 
certified cost of services determined by acceptable cost 
2ccounting procedures. 

Il. Eligibility—Financial eligibility for tax-sup- 
norted medical care should be determined by the re- 
sponsible public agency and should be reviewed 
periodically. 

Standards of eligibility should be applied equally 
and without discrimination to all applicants. 

The process of determining financial eligibility 
should be prompt and should not delay receipt of nec- 
essary care. The eligible person should have access to 
medical care, as needed, during the period of his 
eligibility. Medical care for emergencies should be 
payable on a retroactive basis if eligibility is subse- 
quently determined. 
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IV. Care Provided.—Services should be so organized 
and administered as to assure maximum economy 
without sacrifice of quality of care. The program 
should avoid unnecessary duplications by utilizing 
existing services and facilities that meet high stand- 
ards. 

Patient care provided in tax-supported personal 
health service programs for the needy should meet as 
high standards of quality and adequacy as can reason- 
ably be made available to others in the community. 
Such standards should be determined jointly by repre- 
sentatives of the professional group concerned in co- 
operation with the administrative agency. 

Persons eligible for service should have the oppor- 
tunity to receive care from a legally qualified physician 
or dentist or within a clinic chosen by them from a list 
acceptable to the professional groups concerned and 
the agency responsible for the program. 

The personal health service program should encour- 
age continuity of care under the same personal physi- 
cian or group of physicians whether the services are 
rendered in the home, office, or hospital. 

To conserve good health and reduce dependency 
resulting from ill health, tax-supported health service 
programs should seek the cooperation of the physi- 
cians, dentists, nurses, hospitals, and public health de- 
partments in emphasizing positive health promotion, 
including health education, disease prevention, early 
diagnosis, treatment, and rehabilitation. 

The responsible administrative agency and the indi- 
viduals and institutions providing the service should 
protect the rights and dignity of the patient, including 
the confidential nature of information regarding the 
patient's illnesses. The information needed for sound 
administration and for coordination of health and 
social services in the best interests of the patient should 
be available to the administrative agency and the pro- 
viders of service. 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. George A. Earl, Chairman, Minnesota, read the 
following report, which was adopted: 


SupPLEMENTARY REPORT OF THE COUNCIL ON 
Mepica. SERVICE 


Revision of A. M. A. Policy on Veterans Care: Your 
reference committee feels thot the suggested revision 
of the A. M. A. policy on veterins care deserves con- 
sider tion: 

With respect to the provision of medical care and hospitali- 
zation benefits for veterans in Veterins Administration and other 
federal hospitals that new legislation be enacted limiting such 
care to veterans with peacetime or wartime service whose dis- 
abilities or diseases are service-incurred or aggravated. 


Your committee recognizes that the change sug- 
gested by the Council on Medical Service is in line with 
past expressions of the American Medical Association 
and endorses in principle, the paragraph as quoted 
above. Your committee recognizes the laws and ad- 
ministrative extensions of the law that are now in 
operation. It feels that under the circumstances it will 
be to the best interests of the public in general, and 
veterans in particular, if medical societies, county and 
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state as well as national, develop committees to assist 
in guaranteeing Veterans Administration hospital ad- 
mission to service-connected cases. 

While the present law exists, we should help assure 
that veterans whose illness constitutes economic dis- 
aster will not be displaced by those suffering short- 
term remediable ills that, at the worst, constitute 
financial inconvenience. 

Medical Care for Civil Service Employees: Your 
reference committee recommends that this subject be 
referred back to the Council on Medical Service with 
the specific request that its Committee on Federal 
Medical Services investigate the matter and report 
back to the House at the June, 1957, meeting. Your 
reference committee also recommends that it will be 
in order for the Committee on Federal Medical Serv- 
ices to make an on-the-spot survey of the “pilot plan” 
which is now being carried out at San Antonio, Texas. 

Guides for Medical Societies in Developing Plans 
for Tax-Supported Personal Health Services for the 
Needy: Your committee recommends adoption of the 
guides. It is the committee’s opinion that they should 
be helpful to state and local societies. 


Report of Council on Constitution and Bylaws 


The report of the Council on Constitution and By- 
laws (see THE JouRNAL, Oct. 20, 1956, pages 816-817 ) 
was referred to the Reference Committee on Amend- 
ments to the Constitution and Bylaws. 


Supplementary Report of Council on Constitution 
and Bylaws 


Dr. Britton E. Pickett Sr., Chairman, read the fol- 
lowing supplementary report of the Council on Con- 
stitution and Bylaws, which also was referred to the 
Reference Committee on Amendments to the Constitu- 
tion and Bylaws. In referring the supplementary report, 
the Speaker stated that the reference committee would 
also have before it for consideration Resolution No. 7 
from the Chicago Annual Meeting, which he had ruled 
at that time would be referred to the Council on Con- 
stitution and Bylaws. 

Mr. Speaker and Members of the House of Dele- 
gates: This report will be presented in two parts, the 
first will deal with two proposed changes in the Bylaws 
and the second will deal with the suggested changes in 
the proposed Principles of Medical Ethics. 


CHANGES IN THE ByLAws 


Admission While on Extended Active Duty to Serv- 
ice Membership of Reserve Officers of the Various De- 
fense Forces and the Public Health Service: At the 
June, 1956, meeting of the House of Delegates in 
Chicago, Resolution No. 1 called for the admission 
while on extended active duty to service membership 
of reserve officers of the various defense forces and the 
Public Health Service. Recommendations for changes 
in the Bylaws to carry out the intent of this resolution 
and the supplementary report of the Secretary on this 
subject were considered by the Council. The Council 
also recognized the discontinuance of the medical ac- 
tivities of the Indian Service. It is recommended that 
to effectuate these changes Chapter I, Section 2 of the 
Bylaws be amended to read as follows: 


J.A.M.A., January 19, 1957 


SECTION 2, Service Members.—Regular commissioned medical 
officers and commissioned medical officers of the reserve com- 
ponents on extended active duty with the United States Army, 
the United States Navy, the United States Air Force or the 
United States Public Health Service, who have been nominated 
by the Surgeons General of the respective services, and the 
permanent medical officers of the Veterans Administration, who 
have been nominated by the Chief Medical Director, may be- 
come Service Members on approval of the Judicial Council. 
Such Members shall have the same rights and privileges as 
Active Members but shall not be required to pay dues and shall 
not receive any publication of the American Medical Association 
except by subscription. Service Members shall retain member- 
ship as long as they are on active duty, and thereafter if they 
have been retired in accordance with federal law and do not 
engage in active practice. 


Transfer of Members of the American Medical Asso- 
ciation From One Constituent Association to An- 
other: The Council recommends a change in Chapter 
II, Section 2 of the Bylaws to clarify the situation with 
respect to membership in the American Medical As- 
sociation when physicians transfer from one constituent 
association to another, to read as follows: 

Section 2. Transfer.—Should an Active or Associate Member 
remove his practice to another jurisdiction, he may continue his 
membership in the American Medical Association by applying 
for membership in the constituent association in the jurisdiction 
to which he has moved his practice. Unless his application has 
been favorably acted upon within two years after such change 
of practice, the Secretary of the American Medical Association 
shall remove his name from the roster of Members. 


SUGGESTED CHANGES IN THE PROPOSED PRINCIPLES OF 
MepicaL ETuHics 


This part of the supplementary report deals with the 
proposed changes in the Principles of Medical Ethics 
published in the annual report of the Council. It will 
be recalled that in June, 1956, at the Chicago Annual 
Meeting, these proposed principles were presented to 
the House of Delegates by Dr. L. A. Buie, then Chair- 
man of this Council. These proposed changes in the 
Principles were referred to the Reference Committee 
on Amendments to the Constitution and Bylaws. After 
a lengthy consideration and much discussion, the 
Reference Committee on Amendments to the Con- 
stitution and Bylaws reported as follows: 

. although the committee feels that the new version of the 
Principles is ready for action at this time, it recommends that 
final action be deferred until the next regular session of the 
House of Delegates to allow ample opportunity for thorough 


study on the part of members of the American Medical Asso- 
ciation. 


This recommendation was adopted by the House. 
Since that time the proposed Principles have been 
given wide publicity in THE JouRNAL of the American 
Medical Association and in the publications of the 
state and county medical societies. The Council is well 
pleased with the interest expressed and with the com- 
ments and suggestions that have been received. All 
changes that were submitted either by a constituent 
association, component society, specialty group, or an 
individual were correlated by the Law Department 
and studied at a meeting of the Council on Constitu- 
tion and Bylaws on Nov. 25. Comments received indi- 
cated a complete acceptance of a short version of the 
Principles. In addition comparatively few suggestions 
were received with respect to any of the sections of 
the proposed Principles other than Sections 6 and 7. 
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The Council gave consideration to all of these sug- 
gestions and has accepted many of them. Attached 
to this report is a set of the proposed Principles as 
amended. Please note that no attempt has been made 
to amend Sections 6 and 7 because of the number and 
variety of changes suggested for these two sections. 
The Council is of the opinion that a wider and fuller 
consideration of Sections 6 and 7 before the reference 
committee would be wholesome. 

The Council desires to direct the attention of the 
House to the fact that the proposed Principles are 
broad. They are so written that if adopted by the 
House interpretations can and will be made by the 
Judicial Council to adapt them to particular factual 
situations. As stated in the Council's report to the 
House in June there is no intent of changing any of 
the basic principles embodied in the present version 
of the Principles of Medical Ethics. We are informed 
that it is the intention of the Judicial Council to pre- 
pare immediately necessary interpretive opinions so as 
to insure a perpetuation of the existing policy em- 
bodied in the present Principles of Medical Ethics. It 
is the Council’s recommendation that these decisions 
be promulgated immediately and that they be pub- 
lished and made available to the profession to supply 
them with the necessary details concerning the mean- 
ing and intent of the proposed new Principles. There 
is no intent to change any of the existing policies previ- 
ously adopted by the House of Delegates. 

The Council deeply appreciates the many suggested 
changes that have been presented and the obvious 
time and consideration which has been given to this 
matter by the profession. While much painstaking ef- 
fort has gone into this work the Council wishes to 
assure the House that it was its desire to give a full 
and complete opportunity for all interested members 
to express their views. 


Proposed Principles of Medical Ethics of the 
American Medical Association 


PREAMBLE 


These principles are intended to serve physicians, 
individually and collectively, as a guide to ethical con- 
duct. They are not laws; rather, they are standards by 
which a physician may determine the propriety of his 
own conduct. They are intended to aid physicians in 
their relationships with patients, with colleagues, with 
members of allied professions, and with the public, and 
to maintain the highest standards of conduct and 
morals. 

Section 1. The prime objective of the medical pro- 
fession is to render service to humanity with full re- 
spect for both the dignity of man and the rights of 
patients. Physicians should merit the confidence of 
those entrusted to their care, rendering to each a full 
measure of service and devotion. 

Section 2. Physicians should strive continually to 
improve medical knowledge and skill, and should make 
available to their patients and colleagues the benefits 
of their professional attainments. 

Section 3. A physician should practice a system of 
healing founded only on a scientific basis. He should 
not voluntarily associate as a colleague with those who 
violate this principle. 
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Section 4. The medical profession should strive to 
safeguard its members and the public against physi- 
cians deficient in moral character and_ professional 
competence. Physicians should observe all laws, up- 
hold the dignity and honor of the profession, and ac- 
cept its self-imposed disciplines. They should expose, 
without hesitation, illegal or unethical conduct of 
fellow members of the profession. 

Section 5. A physician may choose whom he will 
serve. In an emergency, he should conscientiously ren- 
der service to the best of his ability. Having under- 
taken the care of a patient, the physician must not 
neglect him. Unless he has been discharged, he may 
discontinue his services only after having given ade- 
quate notice. He should not solicit patients. 

Section 6. A physician should not dispose of his 
services under terms or conditions which will interfere 
with or impair the free and complete exercise of his 
independent medical judgment and skill or cause de- 
terioration of the quality of medical care. 

Section 7. In the practice of medicine, a physician 
should limit the source of his professional income to 
medical services actually rendered by him to his pa- 
tient. 

Section 8. A physician should seek consultation in 
doubtful or difficult cases, upon request, or when it 
appears that the quality of medical service may be 
enhanced thereby. 

Section 9. Confidences entrusted to physicians or de- 
ficiencies observed in the disposition or character of 
patients during the course of medical attendance 
should not be revealed except as required by law or 
unless it becomes necessary in order to protect the 
health and welfare of the individual or the community. 

Section 10. The responsibilities of the physician 
extend not only to the individual but also to society 
and demand his cooperation and participation in ac- 
tivities which have as their objective the improvement 
of the health and welfare of the individual and the 
community. 


REPORT OF REFERENCE COMMITTEE ON 
AMENDMENTS TO THE CONSTITUTION 
AND BYLAWS 


Dr. Laurence S. Nelson, Chairman, Kansas, sub- 
mitted the following report, which after discussion 
was adopted, and the Speaker declared that Section 2, 
Chapter I, and Section 2, Chapter Il, of the Bylaws 
were amended: 

Annual and Supplementary Report of the Council 
on Constitution and Bylaws: Your reference committee 
considered the report of the Council on Constitution 
and Bylaws and the supplementary report of that 
Council as introduced at this session. It also con- 
sidered the supplementary report of the Secretary of 
the Association, which recommended a change in the 
Bylaws. 

The Council on Constitution and Bylaws recom- 
mended that Chapter I, Section 2, of the Bylaws, con- 
cerning service membership be amended. This rec- 
ommendation was made in accordance with the 
aforementioned supplementary report cf the Secretary 
of the Association. Your reference conimittee believes 
this recommendation will correct a possible inequity 
to reserve officers called to extended active duty and 
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therefore recommends that Chapter I, Section 2, of the 
“vlaws be amended as proposed by the Council on 
Constitution and Bylaws. 

The Council on Constitution and Bylaws also rec- 
ommended that the provision of the Bylaws relating to 
transfer of membership be amended to protect, insofar 
as possible, the membership of a physician in the 
American Medical Association who moves from the 
jurisdiction of one constituent association to another 
and vet preserve the autonomy of constituent associa- 
tions. Your reference committee approves this change 
and recommends that Chapter II, Section 2, of the 
Bylaws be amended as proposed by the Council on 
Constitution and Bylaws. 

Principles of Medical Ethics: The first item which 
was considered by the reference committee dealing 
with proposed changes in the Principles of Medical 
Ethics was Resolution No. 7 introduced at the June, 
1956, Annual Meeting by Dr. Ezra A. Wolff for the 
Medical Society of the State of New York. This resolu- 
tion recommended that the Principles of Medical Eth- 
ics of the American Medical Association be amended 
to provide that if principles of medical ethics are 
adopted by a constituent state medical association that 
are more specific or stringent than the Principles of 
Medical Ethics of the American Medical Association, 
the former shall apply to members of the constituent 
society or association unless they are in conflict with 
the Constitution and Bylaws of the American Medical 
Association. This matter was discussed in considerable 
detail at the reference committee hearing. It is appar- 
ent from this discussion that there is nothing in the 
present or proposed Principles of Medical Ethics which 
precludes the promulgation of different principles of 
medical ethics by a component or constituent society 
or association. It is, however, the definite opinion of 
this reference committee that the adoption of princi- 
ples of medical ethics by state or county societies 
which are at variance with the Principles of Medical 
Ethics of the American Medical Association is an un- 
desirable practice. It is therefore the opinion of the 
reference committee that this practice should not be 
encouraged or referred to specifically in the Principles 
of Medical Ethics of the American Medical Associa- 
tion. It is vour committee's recommendation, therefore, 
that this resolution be disapproved. 

Your reference committee next considered the por- 
tion of the annual report of the Judicial Council and 
the portions of the annual and supplementary reports 
of the Council on Constitution and Bylaws dealing 
with the proposed Principles of Medical Ethics. Also 
considered at this same time were Resolutions No. 5, 
9, 10, 14, 17, and 19, all of which dealt in some way 
with the proposed Principles. 

Careful consideration was given to the Preamble 
and the ten sections of the proposed Principles. The 
Preamble and 7 of the 10 sections appear to be ac- 
ceptable in their present form. Sections 6 and 7 were 
not acceptable as presented either to the group which 
appeared at the hearing or to your reference com- 
mittee. 

Out of the general discussion the reference commit- 
tee received the crystalized opinion that at least four 
areas needed more specific attention in sections 6 and 
7. These are (1) division of fees; (2) the dispensing 
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of drugs and appliances; (3) the corporate practice of 
medicine; and (4) greater emphasis concerning the 
relationship between physicians and patients. 

In addition, the reference committee felt that the 
wording in section 10 could be improved if amended 
to read as follows: 


The responsibilities of the physician extend not only to the 
individual but also to society and deserve his interest and par- 
ticipation in activities which have as their objective the improve- 
ment of the health and welfare of the individual and the com- 
munity. 


In view of the above, your reference committee be- 
lieves that the proposed Principles of Medical Ethics 
should be referred back to the Council on Constitution 
and Bylaws for further study and consideration of the 
above-stated principles. In the short space of time at 
its disposal and in view of the importance of the sub- 
ject, vour reference committee did not deem it wise to 
attempt to phrase these concepts properly. Your com- 
mittee would also recommend that if possible this 
study be completed at least six weeks prior to the 
June session and that the new version be published in 
Tue Journa in order that all interested physicians 
might have an opportunity to comment thereon. 

Your reference committee wishes to express its grati- 
tude to the very many physicians who were kind 
enough to participate in the discussion that has en- 
abled it to arrive at the above conclusions. It wishes 
also to commend the efforts of the Council on Consti- 
tution and Bylaws and its very open-minded reception 
of the suggestions made yesterday. Your reference 
committee wishes to thank most sincerely the members 
of the Council on Constitution and Bylaws who added 
much to the discussion and also the Law Department 
which has been most helpful in consummating the 
committee's efforts. 


Progress Report of the Committee on 
Medical Practices 


Dr. Warde B. Allan, Chairman, presented the fol- 
lowing progress report of the Committee on Medical 
Practices, which was referred to the Reference Com- 
mittee on Insurance and Medical Service: 


To the Members of the House of Delegates of the 
American Medical Association: The Committee on 
Medical Practices has met on two occasions since 
presenting its first progress report to the House last 
June. The Committee invited a number of individuals 
to these meetings whose positions and backgrounds 
were such as to provide both necessary information 
and useful advice. Included in this group were repre- 
sentatives from various American Medical Association 
departments; Dr. J. S$. DeTar and Mr. Mac Cahal of 
the American Academy of General Practice; Dr. Robert 
Davison of the University of Tennessee School of Medi- 
cine; Dr. Dean Smiley of the Association of American 
Medical Colleges; Dr. Kenneth Babcock of the Joint 
Commission on Accreditation of Hospitals; and Dr. 
Madison Brown of the American Hospital Association. 
As a result of these conferences your Committee is 
fully aware of the complex problems it is considering; 
it also appreciates the need for cooperation from others 
concerned with these problems both within and out- 
side the American Medical Association. 


é 
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The resolution creating this Committee referred 
specifically to the report of the ad hoc Committee on 
Medical Practices, Dr. Stanley Truman, Chairman, 
and contained five instructions. These instructions will 
be discussed individually in this progress report. 

1. The first instruction was “that a Continuing Com- 
mittee on Medical Practices be created in the American 
Medical Association to conduct a study of the relative 
value of diagnostic, medical, and surgical services and 
to report its findings and recommendations to this 
House in the same manner as is now followed by other 
committees and councils of the Association.” 

The Committee agrees that relative inequities 
exist in remuneration for medical and surgical services 
and that a relative value scale on a national basis might 
have merit. However, such a scale would be more 
useful and practical if developed on local or regional 
levels. It should be borne in mind that this scale would 
either tend to increase the relative value of nonsurgical 
services or reduce the relative value of surgical serv- 
ices. Whether the public or the medical profession is 
nrepared to accept such a move is open to question. 
Furthermore, it is the Committee's understanding that 
the cost of a project designed to develop such a rela- 
tive value scale on a national basis would run as high 
as $200,000. Such an expenditure in the absence of real 
experience as to the outcome, effect, and acceptance 
of a relative value schedule would obviously be un- 
wise at this time. 

The Committee has reviewed the relative-value 
schedule being established in California, the cus- 
tomary-fee schedule in Erie County, N. Y., and other 
similar projects. The great variations in fees actually 
charged for medical and surgical procedures within 
each community and between communities present 
some difficult statistical problems. The term “relative- 
value fee index” implies to many physicians a single 
value (points) for each procedure. If physicians 
throughout the United States in a carefully drawn 
sample of all practicing physicians were requested to 
report the fees they usually charge for the procedures 
that they actually perform, the resulting compilation 
would show wide ranges in the fees charged for practi- 
cally every procedure. Should the fees reported by 
the largest number of physicians be selected as the 
representative fee? Instead of the mode, should the 
median fee be selected? Should either the mode or the 
median be selected unless they agree and unless one- 
fourth, one-third, or one-half of the physicians in the 
sample report that they charge precisely that fee? 
After considering this statistical problem of selecting 
a representative fee for each procedure, the committee 
concluded that the variations in fees actually charged 
across the country probably would be too great to 
warrant a single fee (points) for each procedure. Ap- 
parently a range of points for many procedures would 
be more realistic from a_ statistical standpoint but 
might not satisfy many who want a single index 
(points ) for each procedure. 

In view of the situation it is the opinion of this Com- 
mittee that it should defer work on a relative-value 
schedule for the whole of the practice of medicine and 
surgery until it has had an opportunity to confer with 
representatives of medical organizations throughout 
the country that have developed such scales. The Com- 
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mittee feels that, despite the probable cost, the rapid 
spread of voluntary insurance coverage including 
national accounts and the increasing need by local 
voluntary plans for guidance make further study in 
this field a necessity. Time is required also for study 
of the state schedules involved in the Medicare Pro- 
gram. The Committee, therefore, will undertake re- 
quests to study this problem in all its ramifications. 

2. A second instruction by the House was “that this 
Committee cooperate in every way and assist the Pub- 
lie Relations Department of the American Medical 
Association to present a program of public education 
designed to bring about a better understanding of all 
fields of medical practices.” 

The original report of the Truman Committee on 
Medical Practices contained three specific recommen- 
dations concerning public education and involving 
Public Relations. After acceptance of the report by the 
House of Delegstes, the Department of Public Rela- 
tions implemented these recommencations the 
following manner. 

Recommendation No. 1: That a program of public 
education on the value of diagnostic and medical work 
be fostered by the Americin Medical Association De- 
partment of Public Relations to increase public appre- 
ciation of nonsurgical work. 

Implementation: (A) A 16-mm., 28-minute television 
film entitled “Even for One” has been produced and is 
scheduled for release to television stations Jan. 1, 1957. 
The film features in a dramatic fashion the importance 
of medical diagnosis and the judgment in providing 
medical care. The approach was positive in creating 
a greater appreciation of nonsurgical work rather than 
to attempt a comparison with surgery. 

(B) The weekly television series “Medical Horizons” 
sponsored by Ciba features medicine over surgery four 
to one as a result of our consultation and recommenda- 
tions. 

Recommendation No. 2: That the public be in- 
formed to what degree medicine is an exact science 
and be informed that doctors are not infallible. 

Implementation: (A) “To All My Patients” pam- 
phlet was produced with this recommendation in mind 
as evidenced by the following excerpts: 

When the cause of your trouble is determined, treatment will 
be prescribed. It may take the form of medicine, surgery, 
special diets or other directions. No physician, however, can 
guarantee successful results in every instance. The practice of 
medicine is so completely an individual matter that the same 
medicine, for example, may not be equally effective in treating 
two people with similar conditions. We all apply our knowledge 
and skill plus all the technical resources at our command to the 
medical problems of each of our patients. 

I may wish to share the responsibility for your diagnosis and 
treatment with another doctor. Another medical opinion often 
is helpful in plotting the correct course of treatment. If consul- 
tation seems advisable, I will talk it over with you and suggest 
the names of qualified men. Or, if I do not suggest it and you 
would like consultation, please feel perfectly free to ask for it. 
I should like the opportunity of advising you in regard to the 
experience and capability of the consultant you request. 


Over three million of these pamphlets have been 
distributed by the profession during the last year. 

(B) In many of the speeches prepared by the De- 
partment for public presentation the point has been 
emphasized that medicine is not an exact science and 
doctors are not infallible. 
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Recommendation No. 3: That the public be informed 
at exactly what point the doctor can be expected to 
subordinate his normal self interest in order to safe- 
guard the patients’ vital interest. 

Implementation: (A) An effort has been made to 
carry out this directive in much of the writing emanat- 
ing from the Department of Public Relations. How- 
ever, it must be admitted that “exactly what point” is 
extremely difficult to determine and will vary depend- 
ing on the dedication of the physician involved. 

(B) It is constantly reiterated and explained that 
a physician must earn a living for his family, has an 
average 40% business expense on gross income, and 
finally is worthy of his hire. 

The Department of Public Relations expects to con- 
tinue its efforts to implement the above recommenda- 
tions during the coming year, and, since the problem 
of creating a favorable climate for acceptance of any 
change in medical practice values involves the pro- 
fession primarily, the Public Relations Department is 
extending its program of public education on the 
“value of diagnostic and medical services” to include 
the medical profession. 

“Public education” is a function of the Public Rela- 
tions Department and Bureau of Health Education. 
Therefore, rather than develop a parallel public rela- 
tions project within this Committee, it is reeommended 
that these divisions of the American Medical Associa- 
tion be requested to continue their present efforts along 
this line and to develop further this area of public 
education. This Committee will keep in touch with the 
Directors of these Departments and offer such guid- 
ance and assistance as may be helpful in carrying out 
the second instruction. 

3. The third and fourth directives were “that this 
Committee be directed to utilize all possible means to 
stimulate the formation of a department of general 
practice in each medical school” and “that the Ameri- 
can Medical Association approve of the medical school 
teaching programs that afford the medical student op- 
portunity for experience in the general practice of 
medicine.” 

The Committee heard statements from a number of 
persons qualified to speak on this subject and con- 
ducted an extended discussion on the pros and cons 
as well as alternatives. We are in agreement that it is 
desirable for medical schools to offer the kind of edu- 
cational programs designed to aid the student in de- 
veloping the basic knowledge essential to any and all 
aspects of medical practice. They should include the 
opportunity to gain a concept of the challenges and 
responsibilities of the family physician or general 
practitioner as well as those inherent in the specialty 
fields. We are also agreed that students should be 
encouraged to consider seriously general practice as 
their objective. 

It is evident to the Committee that much yet needs 
to be done toward developing a satisfactory definition 
of general practice in keeping with current knowledge 
and needs so that it may be possible to determine more 
adequately the avenues of approach to the best indoc- 
trination today for individuals who plan to enter the 
field of general practice. At the present time many 
different approaches are being utilized in both under- 
graduate and graduate medical education. Some medi- 
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‘al schools offer preceptorships in general practice; 
other schools include family care programs, compre- 
hensive medical care clinics, general medical clinics, or 
general practice departments. There is probably more 
genuine concern today than ever before in regard to 
the patient as a person in a given environmental situa- 
tion on the part of those concerned with medical edu- 
cation. However, in view of the variation of the pro- 
grams, the different experimental approaches utilized 
and the absence of any one outstandingly successful 
and universally applicable approach, the Committee 
believes that there is need for a long-term cooperative 
study on the part of the Council on Medical Education 
and Hospitals, the Association of American Medical 
Colleges, the American Academy of General Practice, 
and representatives of the specialty areas to analyze 
objectively and make recommendations for considera- 
tion as to the best background preparations today for 
general practice. It is therefore recommended that such 
a study group be formed and assigned this task. 

4. The fifth directive was “that this Committee use its 
full influence to discourage any arbitrary restrictions 
by hospitals against general practitioners as a group or 
as individuals.” 

It is the accepted policy of the American Medical 
Association that a physician should be considered for 
staff privileges on the basis of his professional qualifi- 
cations. It has never been intended that any specific 
group of physicians be excluded whether specialists 
or general practitioners. 

At the Chicago meeting in June, 1956, the report of 
the Committee to Review the Functions of the Joint 
Commission on Accreditation of Hospitals was ap- 
proved as amended by the Reference Committee on 
Medical Education and Hospitals, and included the 
following statement: 

The Committee calls attention to the fact that in some 
areas staff appointments are based on board accreditation or 
m mbership in specialty socceties. The Committee strongly 
believes that these appointments should be based solely upon 
the physician's professional ability and ethical conduct without 
regard to his classification as a general practitioner or a 
spc cialist. 

The Committee recommends that the commissioners to the 
Joint Commission on Accreditation of Hospitals appointed by 
the Board of Trustees of the American Medical Association 
urge that Commission to study: 

1. The problems of the exclusion from hospitals and arbi- 
trary limitation of the hosp tal privileges of the general prac- 
titioner; and 

2. Methods whereby the following stated principles may be 
achieved: 

The privileges of each member of the medical staff shall be 
“determined on the basis of professional qualifications and 
demonstrated ability.” 

Personnel of each service or department shall be qualified 
by training and demonstrated competence, and shall be granted 
privileges Commensurate with their individual abilities. 

For over 10 years the Council on Medical Education 
and Hospitals of the American Medical Association has 
been stressing this point. The primary problem would 
appear to be one of informing physicians, hospital ad- 
ministrators, hospital trustees, and medical societies of 
this policy. In addition, specialty groups should also 
be informed. 

This Committee will continue to work on this prob- 
lem and recommends that the Department of Public 
Relations, the Council on Medical Education and 
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Hospitals, the American Hospital Association, and the 
Joint Commission on Accreditation of Hospitals be re- 
quested to cooperate in publicizing the statement 
adopted in June, 1956, to all parties vitally concerned. 

5. The final directive was, “subject to review by 
counsel of the American Medical Association, the rep- 
resentatives of the Association on the Joint Commission 
on Accreditation of Hospitals be instructed to stimu- 
late action by that body leading to the warning, pro- 
visional accreditation, or removal of accreditation of 
community or general hospitals that exclude or arbi- 
trarily restrict hospital privileges for generalists as a 
class regardless of their individual professional compe- 
tence, after appeal to the Commission by the county 
medical society concerned.” 

Your Committee has had the benefit of counsel from 
the American Medical Association Law Department 
and from representatives of the Council on Medical 
Education and Hospitals, American Academy of Gen- 
eral Practice, American Hospital Association, and Joint 
Commission on Accreditation of Hospitals in consider- 
ing this directive from the House. In view of sugges- 
tions made by these groups, the Committee recom- 
mends that this directive be amended to read as 
follows: 

The American Medical Association representatives on the 
Joint Commission on Accreditation of Hospitals be instructed 
to stimulate action by that body leading to the warning, pro- 
visional accreditation, or removal of accreditation of community 
or general hospitals which exclude or arbitrarily restrict hos- 
pital privileges for generalists as a class regardless of their 
individual professional competence where such policies adversely 
affect the quality of patient care rendered. Any action taken 
should be only after appeal to the Commission by the county 
medical society concerned. 


This revision maintains the sense of the statement 
and now is free from legal objection. 


CONCLUSION 


The meetings of the Committee on Medical Prac- 
tices have clearly demonstrated that grave differences 
of opinion are more apparent than real. It has been 
pointed up vividly that conferences can bring diver- 
gent views sharply into focus and clarify them to 
everyone's mutual satisfaction. It is to be deplored 
that various individuals and segments of the medical 
profession make sweeping and inaccurate statements 
for public consumption without prior consultation with 
other interested and informed groups. Such incidents 
can give rise to poor public relations and create a false 
impression of friction within the medical profession. 
It would be well if each one of us read and adopted 
as a slogan the first sentence of the Secretary's Letter 
of Oct. 15, 1956, namely, “Coming together is a be- 
ginning; keeping together is progress; working together 
is success.” 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. George A. Earl, Chairman, Minnesota, sub- 
mitted the following report, which was adopted: 

Progress Report of the Committee on Medical Prac- 
tices: Your reference committee appreciates the vast 
amount of work covered by Dr. Warde B. Allan and 
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his committee. The reference committee agrees with 
the findings on the first instruction that the relative- 
value scale is not feasible on a national level. 

On the second instruction your committee notes the 
progress that has been made and concurs with the last 
paragraph under Recommendation No. 3, which reads, 
“*Public education’ is a function of the Public Rela- 
tions Department and Bureau of Health Education. 
Therefore, rather than develop a parallel public rela- 
tions project within this Committee, it is recommended 
that these divisions of the American Medical Associa- 
tion be requested to continue their present efforts along 
this line and to develop further this area of public 
education. This Committee will keep in touch with 
the Directors of these Departments and offer such 
guidance and assistance as may be helpful in carrying 
out the second instruction.” 

On the third and fourth instructions your reference 
committee notes that a study group has been recom- 
mended to consider the best background preparations 
for general practice. It is therefore recommended that 
such a study group be formed and assigned this task, 
and your committee suggests that such action be im- 
plemented as soon as practicable. 

Referring to the fifth instruction, your committee 
agrees that a physician should be considered for a staft 
appointment on the basis of character and personal 
ability and urges the continuation of work on this 
problem as outlined in the report. 

With reference to the final directive to Dr. Warde B. 
Allan’s committee, your reference committee concurs 
in the recommendation that the resolution adopted at 
the June, 1956, meeting be amended to read as follows: 

“The American Medical Association representatives 
on the Joint Commission on Accreditation of Hospitals 
be instructed to stimulate action by that body leading 
to the warning, provisional accreditation, or removal 
of accreditation of community or general hospitals that 
exclude or arbitrarily restrict hospital privileges for 
generalists as a class regardless of their individual pro- 
fessional competence where such policies adversely 
affect the quality of patient care rendered. Any action 
taken should be only after appeal to the Commission 
by the county medical society concerned.” 


Presentation and Remarks of Student American 
Medical Association Delegates 


The Speaker presented to the House the two dele- 
gates from the Student American Medical Association, 
Mr. Barry M. Manuel of Boston University School of 
Medicine, and Mr. Carl B. Younger of the University 
of California at Los Angeles School of Medicine. 

Mr. Manuel spoke as follows: 

Mr. Speaker, Members of the American Medical 
Association: | would like to take this opportunity to 
thank you most sincerely for your hospitality, for the 
privilege of meeting so many fine physicians from all 
parts of the United States, and for the opportunity to 
observe organized medicine in practice. Suffice it to 
say, we have been most impressed. 

With your permission, I would just like to bring to 
you a few progress notes of the Student AMA. Our 
organization was begun some six years ago and has 
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grown to the point where we now have in our mem- 
bership over 30,000 medical students and interns. We 
produce a journal with which I am sure you are all 
familiar and that has a circulation of over 50,000. In 
the very near future we plan to increase our member- 
ship to include residents, so that they, too, will be 
receiving our journal and all of the benefits. We have 
an insurance policy which was formulated with the 
students in mind and with their problems in mind, and 
‘'t is carried by most of our members. We also hope to 
begin a Student Loan Foundation that you will hear 
of subsequently. 

We, too, have a convention that, although smaller 
in scale, is verv similar to your own. Our convention 
this vear is going to be held in Philadelphia, and I 
would sincerely like to invite you all to drop in so that 
we cin repry just a bit of the hospitality that you have 
evtonded to us. 

Finally, and | think of paramount importance, is the 
attempt by the Student AMA to stimulate interest in 
organized medicine so that when we do matriculate 
we shall be better able to assume our full obligations 
in societv as physicians. Thank you very much! 

Mr. Younger offered the following remarks: 

Mr. Speaker: \ think Barry expressed very well 
the pleasure that we both have in being here today, 
and I would just like to say a few words to you about 
our Foundation. | am sure that many of you are aware 
of the SAMA Foundation and what it is. It was or- 
ganized to provide loans to medical students through- 
out the United States. We have sincerely hoped for 
favorable action by your Board of Trustees on a siz- 
able one-time grant to the Foundation. A partial survey 
that we have recently conducted indicates that at the 
present time there are at least 1,500 students whose 
needs are such that they would immediately borrow 
$1,000 from such a Foundation. This would make a 
total of $1,500,000. We are aware that there are un- 
used loan funds in vorious medical schools, but I am 
sure that I need not claborite on the reasons for their 
nonuse. On January |, we begin a full-scale campaign 
for Foundation contributions. We hope you will sup- 
port it as individuals and as an organization. 

One of the purposes, as Barry said, of our organiza- 
tion is to familiarize our members with the purposes 
and ideals of organized medicine. These purposes and 
ideals, I feel, have been very specifically and definitely 
stated by Dr. Murray this morning. I think that they 
are personified in your General Practitioner of the 
Year, Dr. Gans. 

We, as organized medical students, are aware of 
many of the problems that you are discussing, and 
it is our hope that we can better equip ourselves to 
participate actively in the preservation and extension 
of American free enterprise medicine when we gradu- 
ate from medical school. Thank you again for your 
hospitality and for the privilege of sharing your 
enthusiasm and spirit. 


Introduction of Resolutions 


The Speaker called for the introduction of resolu- 
tions as numbered. 


J.A.M.A., January 19, 1957 


No. 1. Resolution on Change in Bylaws Affecting 
Election of Officers 


Dr. Eustace A. Allen, on behalf of the Medical 
Association of Georgia, introduced the following reso- 
lution, which was referred to the Reference Commit- 
tee on Amendments to the Constitution and Bylaws: 


Wuereas, The present Bylaws with respect to the election 
of officers specifies that the time of election shall be the after- 
noon of the fourth day of the annual session; and 

Wuereas, Frequently all business of the House of Delegates 
has been completed prior to the afternoon of the fourth day; and 

Wuereas, Many delegates make reservations to leave for 
home the afternoon of the fourth day and often leave before 
the completion of election; and 

Wuenreas, It is difficult to ascertain the exact time of com- 
pletion of business 24 hours before the fourth day; therefore 
be it 

Resolved, That Chapter XIV, Section 2, “Election of Officers, 
(A) Time,” which now reads “Officers of the Association shall 
be elected by the House on the afternoon of the fourth day of 
the annual session immediately following the final supplemen- 
tary reports of the Board of Trustees and committees,” be 
amended to read as follows: “Officers of the Association shall 
be elected by the House on the fourth day of the annual ses- 
sion immediately following the final supplementary reports of 
the Board of Trustees and committees,” thus eliminating the 
words “the afternoon of.” 


Note: The report of the Reference Committee on 
Amendments to the Constitution and Bylaws concern- 
ing Resolution No. 1 will be found following the 
Remarks of the Speaker. 


No. 2. Resolutions on Support of a People-to-People 
Friendship Program 


Dr. Malcom E. Phelps, for the Oklahoma State 
Medical Association, introduced the following resolu- 
tions, which were referred to the Reference Commit- 
tee on Miscellaneous Business: 


Wuereas, The national security of the United States depends 
in lirgs pert upon how well we earn the understanding and 
trust of other peoples; and 

Whereas, There is no problem before the American people 
or the people of the world as important as the problem of pre- 
serving peace by spreading such international understanding; 
and 

Wuenreas, This pressing problem is made even more urgent 
by a communist world propaganda campaign that continues to 
picture the United States and its objectives in deliberately 
d storted terms; and 

Wuereas, We subscribe to the statement of the President of 
the United States that “if our American ideology is eventually 
to win out in the great struggle being waged between the two 
opposing ways of life, it must have the active support of 
thousands of independent private groups and institutions and 
of millions of individual Americans acting through person-to- 
person communication in foreign lands”; now therefore be it 

Resolved, That we pledge the full support of our initiative 
and energy to a people-to-people program as a means of pro- 
moting understanding, peace, and progress; and be it further 

Resolved, That we individually and as an organization join 
wholeheartedly in an outpouring of neighborliness to make 
America’s peaceful intentions and our democratic ideals under- 
stood, and to gain sympathetic understanding of the thoughts 
and feelings of other peoples that we may work for a true 
partnership with them in a happier, friendlier, and more peace- 


ful world. 


(to be continued) 
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MEDICAL NEWS 


ARKANSAS 

Society News.—The Arkansas Radiological Society has 
appointed an advisory committee on radiologic instal- 
lations whose services will be available to any hospital 
in the state on written request. The society invites 
inquiries, directed to the committee (607 Donaghey 
Building, Little Rock ). 


CALIFORNIA 

Appoiit Director of Cardiovascular Laboratory.—Wil- 
fried F. H. M. Mommaerts, Ph.D., associate professor 
of biochemistry at Western Reserve University School 
of Medicine, Cleveland, has been appointed professor 
of medicine (experimental cardiovascular research ) 
and director of the Los Angeles County Heart Associa- 
tion Cardiovascular Research Laboratory at the Uni- 
versity of California School of Medicine at Los Angeles, 
where the heart association has established a chair ot 
cardiovascular research. Dr. Mommaerts was recently 
named a career investigator by the American Heart 
Association. 


CONNECTICUT 

Course on Economics of Medical Practice.—The Con- 
necticut State Medical Society, in cooperation with 
Yale University School of Medicine, New Haven, de- 
partment of public health, is sponsoring a course on 
“The Economics and Relationships of Medical Prac- 
tice” at the Brady auditorium, 310 Cedar St., New 
Haven. At 4 p. m., Jan. 24, “Military Service” will be 
discussed by Rear Admiral Bartholomew W. Hogan, 
M. C., U.S. N., Surgeon General, U. S. Navy. 


Personal.—Ira. V. Hiscock, Se.D., professor of public 
health, Yale University School of Medicine, New 
Haven, has been elected an honorary tellow of the 
Royal Society for Health (England). The scroll was 
presented to Dr. Hiscock by Albert Parker, D.Sc., the 
deputy chairman of the Council of the Royal Society, 
during the annual meeting of the American Public 
Health Association.——Dr. Barnett Greenhouse, New 
Haven, was recently elected the first honorary chair- 
man of the joint conference committee of the Con- 
necticut State Medical Society, the Connecticut State 
Dental Association, and the Connecticut Pharmaceuti- 
cal Association. The election marked the retirement of 
Dr. Greenhouse as chairman after eight consecutive 
vears of service. He is succeeded as chairman by Dr. 
Bradford S$. Colwell, New Haven. 


ILLINOIS 

Chicago 

Lectures on the History of Surgery.—On Jan. 29 at 
§ p. m. the International College of Surgeons will 
present “Surgeons and the Rise of Anatomy” by Ilza 


Physicians are invited to send to this department items of news 
of general interest, for example, those relating to society activities, 
new hospitals, education, and public health. Programs should be 
received at least three weeks before the date of meeting. 


Veith, Ph.D., professor of the history of medicine, 
University of Chicago, and president of the Chicago 
Society of Medical History. All physicians are wel- 
come to attend the lecture, which will be given at 
1524 Lake Shore Dr. 


Dr. and Mrs. Gibbs Honored.—Dr. and Mrs. Frederic 
A. Gibbs were recently chosen to receive the annual 
Distinguished Service award of the Illinois Inter- 
Professional Council. Dr. Gibbs, professor of neurol- 
ogy, and his wite, Erna, research assistant in 
electroencephalography, have been affiliated with the 
University of Illinois College of Medicine since 1944. 
They helped organize and staff the Consultation 
Clinic for Epilepsy at the college of medicine. In an- 
nouncing the award, Dr. Edward A. Piszezek, presi- 
dent of the council, said that Dr. and Mrs. Gibbs were 
being recognized “for their dedicated efforts for the 
betterment of the health and welfare of the people 
of Hlinois through their work.” 


MAINE 

Society News.—Officers of the Maine Society of Anes- 
thesiologists include: president, Dr. Kenneth J. Cuneo, 
Kennebunk; vice-president, Dr. Francis L. X. Mack, 
Portland; secretary-treasurer, Dr. Clement. S. 
Dwver, Bangor. 


MASSACHUSETTS 


Medical Alumni Lecture.—The annual Tufts Medical 
Alumni Lecture will be given at Tufts University 
School of Medicine, Boston, Jan. 29, 1 p. m., by Dr. 
Roger C. Baker, professor of urology, Georgetown 
University School of Medicine, Washington, D. C. 
Physicians and students are invited to attend his lec- 
ture on “Urology: Rats, Dogs, Students and Professors.” 


Dr. Zamecnik Named Huntington Professor.—Dr. Paul 
C. M. Zamecnik, associate professor of medicine, 
Harvard Medical School, Boston, has been appointed 
Collis P. Huntington Professor of Oncologic Medicine 
in the faculty of medicine of Harvard University and 
director of the J. Collins Warren Laboratories of the 
Huntington Memorial Hospital at the Massachusetts 
General Hospital, Boston. He will also serve as chair- 
man of the executive committee of the departments 
of medicine, Harvard Medical School. Dr. Zamecnik 
succeeds Dr. Joseph C. Aub, professor of research 
medicine, emeritus, who retired last summer from the 
university and hospital posts. Dr. Zamecnik has served 
as a Moseley Travelling Fellow from Harvard Medical 
School and Visiting Investigator at the Carlsberg Lab- 
oratory, Copenhagen, Denmark, and as a Finney 
Howell Research Fellow at the Rockefeller Institute 
for Medical Research in New York. He joined the 
staffs of the Harvard Medical School and the Massa- 
chusetts General Hospital in 1942. From 1951 to 1954 
he was also an associate physician at the Homberg 
Memorial Infirmary, Massachusetts Institute of 
Technology. 
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MICHIGAN 

Society News.—The seventh annual Commissioner’s 
Conference of local health department directors will 
be held in Lansing, Feb. 6-8, to consider problems 
of food sanitation, school health, home care for the 
chronically ill, and the future role of the health depart- 
ment in treating mental illness. Dr. Albert E. Heustis is 
state health commissioner, 


Personal.—Dr. L. Fernald Foster, Bay City, secretary, 
Michigan State Medical Society, was recently elected 
president of the Michigan Medical Service (Blue 
Shield) to succeed Dr. Wilfrid Haughey of Battle 
Creek. Dr. Haughey was elected to the newly created 
post of chairman of the board of directors of the 
Michigan Medical Service.——Dr. Henry S. Brown, 
Detroit, has retired as medical consultant for the 
Michigan Bell Telephone Company. He served the 
company as medical director for the medical depart- 


ment from 1930 to 1955, when he assumed the posi- . 


tion he left Oct. 1. Dr. Brown is a past-president of the 
Industrial Medical Association. 


MISSISSIPPI 

Cancer Seminar Series.—With the co-sponsorship of 
the Mississippi State Medical Association, the Univer- 
sitv of Mississippi School of Medicine, University, and 
the state's five tumor clinics, the American Cancer 
Society is presenting a series of cancer seminars. Sem- 
inars have been held in Oxford, Greenwood, Columbus, 
Meridian, Natchez, and Vicksburg, and will be offered 
in Gulfport, Jan. 30, and Hattiesburg, Feb. 21. 


NEW YORK 

University News.—The State University of New York 
recently inaugurated at its Downstate Medical Center 
(450 Clarkson Ave., Brooklyn 3) a graduate educa- 
tional program leading to the Ph.D. degree in the 
biological sciences basic to medicine. The new  pro- 
gram, which this year admitted candidates to the study 
of anatomy, biochemistry, pharmacology, and physiol- 
ogy, will complement the center's four-year program 
leading to the M.D. degree. Carlvle Jacobsen, Ph.D., 
executive vice-chairman of the medical grants advisory 
committee of the Ford Foundation, presided at the 
inaugural exercises. Dr. Vernon W. Lippard, dean, 
Yale University School of Medicine, New Haven, 
spoke on “The Responsibilities of American Univer- 
sities for the Advancement of Knowledge in the Medi- 
cal Sciences,” and Richard H. Shryock, Ph.D., director 
of the Institute of the History of Medicine at Johns 
Hopkins University, Baltimore, discussed “The Begin- 
nings and Growth of Medical Research Enterprise in 
the United States.” Concluding remarks were made by 
Dr. Howard W. Potter, dean of the College of Medi- 
cine at the Downstate Medical Center. 


Personal.—Dr. Hobart A. Reimann, Binghamton, 
as the guest of the Medical Association of Puerto 
Rico, gave a series of lectures in San Juan, Ponce, and 
San Germain, Oct. 1-7.——Dr. Herbert L. Smith has re- 
tired as health officer of Watertown after 22 years of 
service. He will be succeeded by Dr. William Saunders. 
——Dr. Frank X. Giustra, clinical assistant professor 
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of pediatrics at the New York State University Col- 
lege of Medicine at New York City, Brooklyn, has 
been elected president of the alumni association of 
the college of medicine for the vear 1956-1957. Dr. 
Giustra served as secretary of the alumni association 
in 1954 and as vice-president in 1955.——Dr. Clarence 
Dennis, chairman of the department of surgery, State 
University of New York College of Medicine at New 
York City, has been appointed director of surgery at St. 
John’s Episcopal Hospital, Brooklyn. Dr. Dennis, who 
is also chief of surgery at Kings County Hospital, 
Brooklyn, succeeds Dr. Merrill N. Foote.——Dr. Isaac 
N. Wolfson, director of Newark State School since 
1950, has been appointed senior director of Letch- 
worth Village at Thiells, to succeed Dr. Harry C. 
Storrs, who retired June 30. Dr. Wolfson, who has 
been in state service for 25 vears, was formerly affil- 
iated with Hudson River State Hospital, Poughkeepsie, 
and Manhattan State Hospital, New York City.——Dr. 
William T. Shields Jr., consulting surgeon, Samaritan 
and Leonard hospitals in Troy, and Dr. Maurice L. 
Tainter, director of the Sterling-Winthrop Research 
Institute and vice-president of the Sterling Drug Co., 
have been elected to the board of trustees of the 
Albany Medical College of Union University. Dr. 
Shields wili be the board’s alumni representative, suc- 
ceeding Dr. Daniel S$. Cunning of New York City, 
whose term expired. Dr. Tainter will be a regular 
member of the board and will serve an indefinite 
term.——Dr. Harry A. Feldman, professor of pre- 
ventive medicine, State University of New York Col- 
lege of Medicine in Syracuse, recently participated 
in the eighth International Congress on Pediatrics, 
Copenhagen, Denmark, for which he had been 
awarded a traveling fellowship. Dr. Feldman gave 
the opening address, “The Epidemiology of Congenital 
and Acquired Toxoplasmosis.” He planned also to lec- 
ture at the State Serum Institute, Copenhagen, on 
streptococcic diseases and rheumatic fever; to visit 
a rheumatic fever project at the University of Paris; 
and to lecture in Switzerland.——Dr. |. Jay Brightman, 
Albany, of the state department of health, has been 
appointed executive director of the Interdepartmental 
Health Resources Board, established last April. Since 
April, 1952, at the request of the commissioner of social 
welfare, Dr. Brightman has been assigned to the de- 
partment of social welfare as director of welfare 
medical services. The Interdepartmental Health Re- 
sources Board has assumed a number of functions 
previously carried out by the mental health commis- 
sion, involving research and treatment centers, pilot 
studies, and experimental projects. A new project in- 
itiated by the board under a special $150,000 appropri- 
tion will provide pilot diagnostic and parent-counseling 
centers for the retarded. The board, a successor to the 
Interdepartmental Health Council, makes special 
studies in health fields with which more than one 
state department is concerned, 


New York City 
Jubilee Hospital Bulletin.—The October issue of the 
Bulletin of the Hospital for Joint Diseases (New York 
City) is a 42l-page volume commemorating the hos- 
pital’s 50th anniversary (Nov. 4, 1906—Nov. 4, 1956). 
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“The First Fifty Years: A Brief History of the Hospital 
for Joint Diseases” by Dr. Abraham Rosenberg, execu- 
tive director of the hospital, precedes the 24 articles 
that compose the anniversary issue. 


Million Dollar Grant to Hospital.—Lenox Hil! Hos- 
pital, which in 1957 will celebrate its 100th anniversary, 
has received a grant of 1 million dollars from a foun- 
dation that wishes to remain anonymous. The grant 
will be applied to the Second Century Development 
Program, a 10-million-dollar plan for making new 
additions to the hospital's facilities and initiating “a 
broad range of services directed at lifting community 
health standards.” 


PENNSYLVANIA 
Philadelphia 


Professor of Pharmacology.—Dr. Roger W. Sevy, for- 
merly instructor in physiology at the University of 
Illinois College of Medicine, Chicago, has been pro- 
moted from assistant professor to professor of pharma- 
cology at Tempie University School of Medicine. 


Cobalt Unit Dedicated.—A new cobalt treatment unit 
for cancer therapy was recently dedicated at the 
Temple University Medical Center in ceremonies 
honoring the Cancer League of Philadelphia, a service 
organization of some 400 women, which donated 
$15,000 toward the new unit. The Cancer League, 
organized in 1946, has given over $100,000 to Phila- 
delphia area hospitals for the purchase of equipment 
for cancer treatment and detection. 


SOUTH DAKOTA 

Medicolegal Conference At Huron.—The South Da- 
kota State Medical Association and the South Dakota 
State Bar Association will sponsor a medicolegal con- 
ference in the Marvin Hughitt Hotel, Huron, Jan. 
26-27. “Professional Liability” will be discussed by Mr. 
C. F. Branton, St. Paul, and “Medical Examiners Law” 
by Dr. Wayne A. Geib, Rapid City. Mr. C. Joseph 
Stetler, Chicago, Director, Law Department, American 
Medical Association, will open the afternoon session 
with “The Medical Witness,” which will be followed 
by “The Medical Expert Witness,” a demonstration in 
which he will take the part of the judge and Dr. 
Ralph E. DeForest, Chicago, Secretary, A. M. A. Coun- 
cil on Medical Physics, that of the physician. Direct 
examination will be conducted by Mr. R. G. Van Bus- 
kirk and cross examination by Mr. Edwin G. Holman, 
of the A. M. A. Law Department. The session will end 
with “Pet Peeves,” a discussion designed to air differ- 
ences between the two professions. At dinner ($2.50 
per person ) the speaker will be Governor Foss and the 
toastmaster, Dr. Newton E. Wessman, Sioux Falls. 
The Sunday morning session will include “Relation- 
ship of Trauma to Neurosis” by Dr. Cecil G. Baker, 
superintendent, Yankton State Hospital, and “Problem 
Injuries of the Extremities” by Dr. Robert E. Van De- 
mark, Sioux Falls. The afternoon session will open with 
a consideration of medicolegal problems by Mr. Stetler 
and close with the “Interprofessional Code” by Mr. 
Ellsworth Evans, Sioux Falls. 
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Symposium on Iron in Clinical Medicine.—An “Inter- 
national Symposium on Iron in Clinical Medicine” will 
be presented Jan. 28-29 by the University of California 
Medical Center and Medical Extension together with 
the Children’s Hospital of San Francisco. Topics for 
discussion will include: “Iron Metabolism—Basic Prin- 
ciples”; “Lron in Pediatrics”; “Iron Deficiency Anemia”; 
and “Abnormal Iron Metabolism.” Applications may 
be obtained from Dr. Seymour M. Farber, University 
of California Medical Center, San Francisco. 


Course on Electrocardiographic Interpretation.—“The 
Fundamentals of Clinical Electrocardiographic Inter- 
pretation” will be offered by the New York Post-Grad- 
uate Medical School from 7 to 9 p. m., Wednesdays, 
Feb. 6-May 22, under the direction of Dr. J. Marion 
Bryant. Designed for the general practitioner and in- 
ternist, the course will emphasize Wilson's logical 
approach to electrocardiographic interpretation rather 
than the pattern analysis method. For information, 
write The Dean, New York University—Bellevue Medi- 
cal Center, 550 First Ave., New York 16. 


Conference of Ex-Residents.—The ninth annual clinical 
conference of the staff and Society of Ex-Residents of 
Wills Eve Hospital in Philadelphia, Feb. 8-9, will be 
a feature of the program commemorating the 125th 
anniversary of the founding of the hospital. The Bedell 
Lecture, “Management of the Primary Glaucomas,” 
will be delivered by Dr. John M. McLean of New 
York City. On Friday evening there will be an informal 
reception and supper for the ophthalmologists and 
their wives. The Wills Eve Hospital Society will hold 
its annual meeting and dinner at the Union League, 
Philadelphia, at 6:30 p. m., Saturday. The ophthal- 
mological section of the College of Physicians will hold 
its meeting and dinner on Thursday, with Dr. James 
H. Allen of New Orleans as guest speaker. All ophthal- 
mologists are invited. 


Meeting on Surgery of the Hand.—The American So- 
ciety for Surgery of the Hand will hold its 12th annual 
meeting at the Palmer House, Chicago, Jan. 25, under 
the presidency of Dr, Lot D. Howard Jr. Members of 
the medical profession are invited. A registration tee 
of $5 will be charged. Residents, interns, and members 
of the armed forces will be admitted free. The follow- 
ing presentations have been scheduled: 

The Extensor Mechanism (Motion Picture), Joseph E. Markee, 
Ph.D., Durham, 

The Problem of Collagen Diseases, William E. Ehrich, Phila- 
delphia. 

Restoration of Finger Function by ‘Tenodesis in the Hand 
Paralyzed by Poliomyelitis, C. Edwin Irwin and James B. 
Wray Jr., Atlanta, Ga. 

Flexor Tendon Injuries of the Fingers and Thumb, Albert 
Van't Hof, Grand Rapids, Mich. 

Tendon Grafts in Children, Lee W. Milford Jr., Memphis, Tenn. 

Electrical Burns of the Upper Extremity, G. Kenneth Lewis, 
Chicago. 

The Principles of Reconstruction of the Upper Extremity 
Paralyzed by Poliomyelitis, Edwin R. Schottstaedt, Loren J. 
Larsen, and Frederic C. Bost, San Francisco. 

Mallet Finger—Classification and Methods of Treatment, Donald 
R. Pratt, San Francisco. 
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Fingernails—Infection, Diseases and Pathology, Cleveland J. 
White, Chicago. 

Sporotrichosis: Report of 37 Cases in the Upper Extremity, 
Markham B. Coventry and Robert J. Duran, Rochester, Minn. 

Recent Developments in Hand and Forearm Prostheses, Rufus 
H. Alldredge, New Orleans. 


A clinical program tor members only and invited 
guests has been scheduled tor Saturday morning. 


LATIN AMERICA 


Latin American Zoonoses Center Established.—U nder 
an agreement recently signed in Buenos Aires between 
the government of Argentina and the Pan American 
Sanitary Bureau, Regional Office of the World Health 
Organization, a Pan-American Zoonoses Center—the 
first to be devoted to the study and control of the 
zoonoses on the international level—has been estab- 
lished in Azul, Argentina, about 180 miles south of 
Buenos Aires. The functions of the center include the 
training of personnel to diagnose and control these 
diseases, and to provide field and laboratory consulta- 
tive services when so requested by a_ participating 
government. The center will (1) provide special diag- 
nostic services, (2) test biologics, and (3) conduct 
applied research for the improvement of diagnosis and 
control. All the governments in the Americas may con- 
tribute to the work of the center and receive its serv- 
ices. Some countries have taken steps to facilitate their 
cooperation with, and use of, the center's services by 
creating in their national health services a division of 
zoonoses control or a division of veterinary public 
health. The agreement also makes provision for partici- 
pation by other interested organizations, such as the 
Food and Agriculture Organization of the United Na- 
tions (FAO) and the Inter-American Institute of 
Agricultural Sciences of the Organization of American 
States. Fellowships will be awarded to government- 
sponsored candidates to enable them to take advantage 
of the training offered by the center and thus help 
disseminate advanced control techniques in all par- 
ticipating countries. 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 
ALABAMA: Examination. Montgomery, June 18-20. Sec., Dr. 
D. G. Gill, State Office Bldg., Montgomery 4. 

ARKANSAS: Examination. Little Rock, June. Sec., Dr. Joe Ver- 
ser, Harrisburg. 

TALIFORNIA: Written Examination. Los Angeles, Feb. 25-28; San 
Francisco, June 17-20; Los Angeles, Aug. 19-22; Sacramento, 
Oct. 21-24. Oral Examination. San Francisco, Jan. 19; Los 
Angeles, Feb. 23; San Francisco, June 15; Los Angeles, August 
17; San Francisco, Nov. 16. Oral and Clinical for Foreign 
Graduates. Los Angeles, Feb. 24; San Francisco, June 16; Los 
Angeles, Aug. 18; San Francisco, Nov. 17. Sec., Dr. Louis E. 
Jones, 1020 N St., Sacramento 14. 

Connecticut:*® Examination. New Haven, Mar. 12-14. Sec., 

Dr. Creighton Barker, 160 St. Ronan St., New Haven. 

District oF Examination. Washington, May 13-14. 

Deputy Director, Mr. Paul Foley, 1740 Massachusetts Ave., 
N. W., Washington. 
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FLorma:® Examination. Miami, June 23-25, Sec., Dr. Homer L. 
Pearson, 901 N.W. 17th St., Miami. 

Greorcia: Examination and Reciprocity. Augusta and Atlanta, 
June. Sec., Mr. Cecil L. Clifton, 111 State Capitol, Atlanta 3. 

ILuinois: Examination and Reciprocity. Chicago, Feb. 4-7. Supt. 
of Regis., Mr. Fredric B. Selcke, Capitol Bldg., Springfield. 

Mate: Examination and Reciprocity. Portland, March 12-14. 
Sec., Dr. Adam P. Leighton, 192 State St., Portland. 

MicuiGan:® Examination. Ann Arbor and Detroit, June. Sec., 
Dr. E. C. Swanson, L118 Stevens T. Mason Bldg., West Mich- 
igan Ave., Lansing 8. 

Minnesora:® Examination. Minneapolis, Jan. 22-24. Reciprocity. 
St. Paul, Feb. 12-13. Sec., Dr. F. H. Magney, 230 Lowry 
Medical Arts Bldg., St. Paul 2. 

Mississippi: Examination. Jackson, June. Asst. Sec., Dr. R. N. 
Whitfield, Old Capitol, Jackson. 

MONTANA: Examination and Reciprocity. Helena, Apr. 2-3. Sec., 
Dr. S. A. Cooney, 214 Power Block, Helena. 

NEBRASKA: Examination. Omaha, June 17-19. Director, Mr. 
Husted K. Watson, Room LOOY, State Capitol Bldg., Lincoln 9. 

New Hampsuine: Examination and Reciprocity. Concord, March 
13-14. Sec., Dr. John S. Wheeler, LO7 State House, Concord. 

New Jersey: Examination. Trenton, June 18-21. Sec., Dr. Pat- 
rick H. Corrigan, 28 West State St., Trei.ton. 

New York: Examination. Albany, Buffalo, New York and Syra- 
cuse, Feb. 5-8. Sec., Dr. Stiles D. izell, 23 S. Pearl St., 
Albany. 

OKLAHOMA:® Examination. Oklahoma City, June 11-12. Sec., 
Dr. E. F. Lester, 813 Branifl Building, Oklahoma City. 

SourH Dakora:*® Examination. Sioux Falls, Jan. 15-16. Ex. 
Sec., Mr. John C. Foster, 300 First National Bank Bldg., Sioux 
Falls. 

Texas:*® Examination and Reciprocity. Fort Worth, June 24-26. 
Sec., Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fort Worth 2. 

Uran: Examination. Salt Lake City, July 11-13. Director, Mr. 
Frank E. Lees, 324 State Capitol Bldg., Salt Lake City 1. 

VerMONT: Examination and Reciprocity. Burlington, Jan. 30, 
Feb. 1. Sec., Dr. F. J. Lawliss, Richford. 

Wyominc: Examination and Reciprocity. Cheyenne, Feb. 4. 
Sec., Dr. Franklin D. Yoder, State Office Bldg., Cheyenne. 

ALAsKA:*® On application in Anchorage, Fairbanks, Juneau and 
other towns. Sec., Dr. W. M. Whitehead, 172 South Franklin 
St., Juneau. 

Guam: Subject to Call. Act. Sec., Dr. S. F. Provencher, Agana. 

Puerto Rico: Examination. San Juan, March 5-9. Sec., Mr. Jo- 
seph Mercado Cruz, Box 9156, Santurce. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

ARKANSAS: Examination. Little Rock, May 6-7. Sec., Mrs. S. C. 
Dellinger, Zoology Department, University of Arkansas, Little 
Rock. 

Connecticut: Examination. New Haven, Feb. 9, Exec. Asst., 
Mrs. Regina G. Brown, 258 Bradley St., New Haven 10. 

Disrricr oF CoLtumBia: Reciprocity. Washington, March 
Examination. Washington, April 22-23. Deputy Director, Mr. 
Paul Foley, 1740 Massachusetts Ave. N. W., Washington 6. 

FLoriwa: Examination. Miami, June 8. Sec., Mr. M. W. Emmel, 
Box 340, University ot Florida, Gainesville. 

Micuican: Examination. Detroit and Ann Arbor, Feb. 8-9. Sec., 
Mrs. Anne Baker, 116 Stevens T. Mason Bldg., Lansing. 

New Mexico: Examination. Santa Fe, Jan. 20. Reciprocity. 
Santa Fe, Jan. 6. Sec., Mrs. Marguerite Cautrell, Box 1522, 
Santa Fe. 

OKLAHOMA: Examination. Oklahoma City, April 19-20. Sec., 
Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma City. 

Texas: Examination. Austin, April. Sec., Bro. Raphael Wilson, 
407 Perry-Brooks Bldg., Austin. 

Wisconsin: Examination. Madison, April 6, and Milwaukee, 
June 1. Sec., Dr. W. H. Barber, 621 Ransom St., Ripon. 

AvaskaA: Examination and Reciprocity. Anchorage and Juneau, 
first week of February, April, June, August and November. 
Sec., Dr. C. Earl Albrecht, Box 1931, Juneau. 
*Basic Science Certificate required. 
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GOVERNMENT SERVICES 


AIR FORCE 

Opportunities for Specialty Training.—Since July 1, 
1956, a total of 181 Air Force medical officers have 
entered residency training in the various medical spe- 
cialties. Of these, 155 physicians are undergoing resi- 
dency training in civilian hospitals while 26 are 
pursuing training in military hospitals. Training op- 
portunities are available in nearly all medical fields; 
however, the Air Force has a particular need for physi- 
cians to train in the specialties of internal medicine, 
obstetrics and gynecology, otolaryngology, pathology, 
neurology, pediatrics, psychiatry, cardiology, gas- 
troenterology, allergy, and general practice. Training 
opportunities also exist in preventive medicine and 
public health, radiology, biophysics, and occupational 
medicine. 


ARMY 


Preventive Medicine Residency Program.—The sur- 
geon general's office announces that the Armys first 
formal residency training program in preventive medi- 
cine will begin July 1, 1957. This three-year residency 
program provides both civilian and military training. 
The first year of training will be an 11-month course 
in military preventive medicine at the Walter Reed 
Army Institute of Research in Washington, D. C., or 
an equivalent graduate course in preventive medicine 
or public health at a civilian university. The second 
year will be in an approved civilian residency training 
program in a city, county, district, or state health de- 
partment. The third year will consist of formal military 
residency training at a large Army post with a small 
portion of the time at a nearby Army headquarters. 
This training is followed by three years of practice in 
the specialty to establish eligibility for board exami- 
nation. The military phase of residency training may 
be omitted for certain individuals with previous mili- 
tary experience. 

Regular Army Medical Corps officers or qualified 
civilian physicians who accept commissions in the 
regular Army are eligible to participate in this pro- 
gram. Interested civilian physicians may apply to the 
Surgeon General, Department of the Army, Washing- 
ton 25, D. C., Attention: Chief, Personnel Division. 
Military personnel should apply through appropriate 
channels. 


Personal.—Brig. Gen. Harold W. Glattly, M. C., will 
retire Jan. 31, 1957, after more than 30 vears of mili- 
tary service. 


NAVY 


Reserve Companies Commended.—Four Naval Re- 
serve medical companies were selected as outstanding 
by their respective naval district commandants for 
the fiscal year 1956. Vice Adm. J. L. Holloway Jr., chief 
of naval personnel, commended each commanding 
officer by letter, and the surgeon general added his 
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appreciation for the achievements by these unpaid 
reserv’ units. The four reserve companies, their com- 
manding officers, and addresses were Res. Medical 
Co, 9-4, Capt. Richard B. Shutz, M. C., U. S. N. R., 
3913 W. 57th Terrace, Mission, Kan.; Res. Medical 
Co. 3-4, Capt. Raymond J. Sippel, M. C., U. S. N. R., 
202-15 Murdock Ave., St. Albans, L. L, N. Y.; Res. 
Medical Co. 1-1, Capt. Richard C. Eley, M. C., 
U.S. N. R., 300 Longwood Ave., Boston; Res. Medical 
Co. 6-7, Rear Adm. M. J. Tendler, M. C., U.S. N. R., 
899 Madison Ave., Memphis, Tenn. Naval Reserve 
Medical Company 9-4 has received this outstanding 
evaluation for the third consecutive year. 


VETERANS ADMINISTRATION 
Psychiatric Residencies in New Jersey.—The Veterans 
Administration Hospital, Lyons, N. J., has available 
residencies in psychiatry for a one-to-three-year period 
that are fully accredited by the American Board of 
Psychiatry and Neurology. The training program con- 
sists of lectures, conferences, and seminars under the 
direction of the department of psychiatry, New York 
Medical College, and offers intensive training, both 
intramurally and through rotation in special hospitals 
and clinics in the adjacent area. There is, in addition, 
a series of extensive guest lectures as well as an annual 
institute at the hospital. Training may commence at 
any time. Applicants may write to M. P. Rosenblum, 
M.D., Director, Professional Education. 


Personal.—Dr. Albert T. Hume, director, protessional 
services, VA Center, Temple, Texas, has been ap- 
pointed manager of the VA tuberculosis hospital at 
Outwood, Ky., succeeding Dr. Otis N. Shelton, who 
will be transferred to the VA tuberculosis hospital at 
Kerrville, Texas, as manager. The position at Kerrville 
has been vacant since September, 1956, due to the 


death of Dr. Judd H. Kirkham. 


PUBLIC HEALTH SERVICE 
Grants for Research Facilities —The surgeon general 
announced Dec. 13 the approval of 73 grants, totaling 
$24,460,467, to help institutions in various states and 
the District of Columbia build additional health re- 
search facilities. The awards were approved on recom- 
mendations of the national advisory council on health 
research facilities. The current awards reflect wide 
national distribution. The surgeon general said: “The 
Council is considering further requests at hand which 
it deems meritorious, and it will be receiving. still 
others. The applications show that the institutions can 
secure the equal matching funds required by law. 
State and local resources will thus be provided, the 
Council points out, if complementary Federal funds 
are available.” 

The new grants come under a new program author- 
izing 30 million dollars a year for three years that was 
enacted by Congress late in its last session. The next 
meeting of the health research facilities council is 
scheduled for March at the National Institutes of 
Health in Bethesda, Md., when the group will again 
review application for health research facilities grants. 


J.A.M.A., January 19, 1957 


DEATHS 


Risch, Otto Carl * New York City; born in Syracuse, 
June 21, 1893; Syracuse University College of Medicine, 
1920; specialist certified by the American Board of 
Otolaryngology; veteran of World War I; member of 
the American Academy of Ophthalmology and Oto- 
laryngology, American Laryngological, Rhinological 
and Otological Society, American Otological Society, 
American College of Chest Physicians, and the Ameri- 
can Trudeau Society; fellow of the American College 
of Surgeons; consultant at the Lutheran Hospital in 
Brooklyn, Flushing Hospital and Dispensary in Flush- 
ing, and the Queens Speech and Hearing Center; on 
the staffs of the New York City Hospital and the 
French Hospital, where he died Nov. 11, aged 63, of 
multiple myeloma and uremia. 


Berle, Charles Kettig * Colonel, U. S. Army, retired, 
San Francisco; born in Louisville, Ky., Oct. 21, 1890; 
University of Louisville (Ky.) School of Medicine, 
1914; specialist certified by the American Board of 
Internal Medicine; fellow of the American College of 
Physicians; saw service on the Mexican border; during 
World War I served in the U.S. Army Ambulance 
Service with the French Army; during World War II 
commanding officer of Barnes General Hospital, Van- 
couver, Wash., and of O'Reilly General Hospital at 
Springfield, Mo.; entered the Medical Corps of the 
regular Army in 1917 and retired Oct. 31, 1947; died 
in the Letterman Army Hospital Sept. 13, aged 65, 
of encephalomalacia. 


Evans, William A. * Detroit; born in Bellaire, Mich., 
Jan. 14, 1907; Johns Hopkins University School of 
Medicine, Baltimore, 1930; clinical assistant professor 
of radiology at the Wayne University College of 
Medicine; for two vears on the faculty of Harvard 
Medical School in Boston; specialist certified by the 
American Board of Radiology; member of the Amer- 
ican Roentgen Ray Society, Radiological Society of 
North America, and the American College of Radi- 
ology; veteran of World War II; chief of staff and 
chief radiologist at the Children’s Hospital; on the 
staff of the Harper Hospital; died Oct. 17, aged 49, of 
a coronary attack. 

Taylor, Marianna * Boston; born in Burlington, N. J., 
Aug. 27, 1881; Woman’s Medical College of Pennsyl- 
vania, Philadelphia, 1908; fellow in psychiatry at 
Harvard for many years; specialist certified by the 
American Board of Psychiatry and Neurology; member 
of the American Psychiatric Association; past-president 
of the Massachusetts Psychiatric Society; served with 
the Red Cross in World War I; for many years on the 
staffs of the New England Hospital for Women and 
Children and the Massachusetts General Hospital; con- 
sulting psychiatrist at the Massachusetts Eye and Ear 
Infirmary; died Oct. 25, aged 75, of rupture of the 
aorta and arteriosclerosis. 


@ Indicates Member of the American Medical Association. 


Fike, Rupert Howard, Moultrie, Ga.; Lincoln Memo- 
rial University Medical Department, Knoxville, Tenn., 
1912; member of the Medical Association of Georgia; 
for many years a director of the American Society for 
the Control of Cancer; while in Atlanta he taught at 
Emory University School of Medicine, was in charge 
of the Steiner Clinic, and was staff radiologist at St. 
Joseph’s Infirmary; awarded an honorary doctor of 
science degree by Clemson Agricultural College in 
Clemson, S. C., in 1952; on the staff of the Vereen 
Memorial Hospital, where he died Oct. 30, aged 68. 


Le Tellier, Forrest Shetterly * Knoxville, Tenn.; born 
in Knoxville Aug. 25, 1893; University of Tennessee 
College of Medicine, Memphis, 1917; specialist cer- 
tified by the American Board of Ophthalmology: 
member of the American Academy of Ophthalmology 
and Otolaryngology; fellow of the American College 
of Surgeons; past-president of the Tennessee Valley 
Postgraduate Medical Assembly; served in France dur- 
ing World War I; on the staffs of St. Mary’s Memorial, 
Fort Sanders Presbyterian, and Knoxville General hos- 
pitals; died Oct. 15, aged 63, of melanocarcinoma ot 
the conjunctiva with metastasis. 

Mason, Clifford Verne, Santa Cruz, Calif.; born in 
Valley City, N. D., Aug. 21, 1893; University of Cali- 
fornia School of Medicine, San Francisco, 1926; an asso- 
ciate member of the American Medical Association; 
member of the American Trudeau Society; served as 
health officer of San Leandro and of Alameda County; 
formerly assistant superintendent of the Fairmont Hos- 
pital of Alameda County in San Leandro and the Ar- 
royo Del-Valle Sanatorium in Livermore; veteran of 
World War I; formerly member of the state board of 
medical examiners; died Sept. 27, aged 63, of heart 
disease. 
Mouser, Harold Karl * Coral Gables, Fla.; Indiana 
Medical College, School of Medicine of Purdue Uni- 
versity, Indianapolis, 1907; member of the Ohio State 
Medical Association and the American Academy of 
General Practice; past-president of the Marion County 
(Ohio) Academy of Medicine, of which he was a life 
member, and the Northwestern Medical Association; 
veteran of World War I; formerly practiced in Marion, 
Ohio, where he served as chief of staff at the Marion 
General Hospital; died in the Ohio State University 
Hospital, Columbus, Ohio, Oct. 18, aged 72, of ulcer 
of the stomach with abscess. 


Slagle, Charles Eyster, Alliance, Neb.; born in 1870; 
Keokuk (Iowa) Medical College, College of Physicians 
and Surgeons, 1903; St. Louis University School of 
Medicine, 1906; an associate member of the American 
Medical Association; formerly a dentist; fellow of the 
American College of Surgeons; on the staff of St. 
Joseph’s Hospital; at one time president of the Guard- 
ian State Bank, a director of the First National Bank, 


204 


Vol. 163, No. 3 


and at the time of his death was vice-president of the 
Alliance Building and Loan Association; died Oct. 29, 
aged 86, of coronary occlusion. 


Willcutt, George Hayes, San Rafael, Calif.; Cooper 
Medical College, San Francisco, 1912; specialist certi- 
fied by the American Board of Otolaryngology; mem- 
ber of the American Otological Society and the Ameri- 
can Laryngological, Rhinological and Otological So- 
ciety, of which he was past vice-president; served as 
health officer of the town of Ross, where he was on 
the staff of the Ross General Hospital; at one time on 
the staff of Southern Pacific General Hospital, San 
Francisco; died in the San Rafael General Hospital 
Oct. 28, aged 68, of acute myocarditis. 


Cyrus, Elbert Munsey, Jr., Fort Worth, Texas; Uni- 
versity of Texas School of Medicine, Galveston, 1939; 
served on the faculties of his alma mater and the Uni- 
versity of Buffalo (N. Y.) School of Medicine; fellow 
of the American College of Surgeons; specialist certi- 
fied by the American Board of Surgery; veteran of 
World War II; on the staffs of the City-County, All 
Saints, Harris, and St. Joseph’s hospitals and the W. I. 
Cook Memorial Hospital Center for Children; died 
Sept. 10, aged 42, of coronary occlusion. 


Fitzgerald, Dennis Laurance ® Kansas City, Mo.; 
Kansas City (Mo.) Medical College, 1900; John A. 
Creighton Medical College, Omaha, 1903; member of 
the Colorado State Medical Society; past-president of 
the Prowers County (Colo.) Medical Society; served 
as a city councilman in Hartman, Colo., where he was 
mayor for several terms; served on the staff of the 
Lamar (Colo.) General Hospital; died in the Inde- 
pendence (Mo.) Sanitarium and Hospital Oct. 30, 
aged 84, of coronary thrombosis. 


Frazer, Thomas Atchison * Marion, Ky.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 1894; 
past-president of the Southwestern Kentucky Medical 
Association; in 1943 was chosen “outstanding general 
practitioner of Kentucky”; once president of the Ken- 
tucky Ornithological Society; instrumental in the for- 
mation of the Crittenden health department; formerly 
county health officer; helpcd establish the Kentucky 
Crippled Children’s Society; founder of the Crittenden 
County Hospital, where he died Oct. 22, aged 86, 


of arteriosclerotic heart disease. 


Lechner, Sidney Israel * Yonkers, N. Y.; University of 
Maryland School of Medicine and College of Physi- 
cians and Surgeons, Baltimore, 1932; specialist certified 
by the American Board of Internal Medicine; mem- 
ber of the American College of Gastroenterology; vet- 
eran of World War II; on the staffs of the Jewish 
Memorial and Fordham hospitals in New York City; 
died in the University Hospital, New York City, Oct. 
23, aged 50, of acute myocardial infarction and pe- 
ripheral vascular disease. 

Abrams, Samuel Doughty, Inwood, N. Y.; Columbia 
University College of Physicians and Surgeons, New 
York City, 1906; member of the Medical Society of 
the State of New York; died July 8, aged 71. 


Alexander, Henry Scott Anderson, Santa Fe, N. Mex., 
University of Edinburgh Faculty of Medicine, Scot- 
land, 1914; veteran of World War I; during World 
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War II served on the State Selective Service Board and 
as a member of the Appeal Board for Selective Serv- 
ice; past-president of the New Mexico State Tuber- 
culosis Association; on the honorary medical staff of 
St. Vincent Hospital, where he died Nov. 3, aged 63, 
of ruptured arteriosclerotic aneurysm of the aorta. 


Amendola, Alfred Alfonso, Newton, Mass.; Libera 
Universita degli Studi di Camerino. Facolta di Medi- 
cina e Chirurgia, Italy, 1908; died Oct. 10, aged 70. 


Anderson, Carl Edwin, Moose Lake, Minn.; University 
of Minnesota Medical School, Minneapolis, 1923; an 
associate member of the American Medical Associa- 
tion; member of the Montana Medical Association; 
formerly on the staff of the Veterans Administration 
Hospital in Miles City, Mont.; for a short period em- 
ployed at the Minnesota State Prison Hospital in Still- 
water; on the staff of the Moose Lake State Hospital; 
died Oct. 22, aged 63, of coronary occlusion. 


Barton, Edwin Ginn ® Ottumwa, lowa; Chicago 
Homeopathic Medical College, Chicago, 1900; died 
Oct. 10, aged 82, of coronary occlusion. 


Beldon, Miriam Ruth * Fort Defiance, Ariz.; Indiana 
University School of Medicine, Indianapolis, 1952; in- 
terned at the University Hospitals in lowa City; for- 
merly a resident in pediatrics at the Children’s 
Hospital in Los Angeles and the Orange County Gen- 
eral Hospital in Orange, Calif.; associated with the 
Indian Service; died Aug. 30, aged 29, when she fell 
from the top of a 150-ft. cliff into Canyon de Chelly 
in Arizona. 


Levek, Joseph Arthur ® Lawrence, Mass.; Tufts Col- 
lege Medical School, Boston, 1913; member of the 
American Academy of General Practice; veteran of 
World War I; formerly city physician and member of 
the city board of health; on the staffs of the Bon 
Secours Hospital in Methuen, the Clover Hill Hospital, 
and the Lawrence General Hospital, where he died 
Oct. 18, aged 66, of cerebral thrombosis. 


Lloyd, Oliver Shaffer * Baltimore; College of Physi- 
cians and Surgeons, Baltimore, 1909; member of the 
Southeastern Surgical Congress; fellow of the Inter- 
national College of Surgeons and the American Col- 
lege of Surgeons; for many years fire department 
surgeon; on the staffs of the Mercy Hospital, Lutheran 
Hospital, and South Baltimore General Hospital, where 
he died Oct. 27, aged 71, of acute coronary disease. 


Madden, John James, Brooklyn, N. Y.; Tufts College 
Medical School, Boston, 1913; specialist certified by 
the American Board of Obstetrics and Gynecology; 
veteran of World War I; past-president of the Brooklyn 
Gynecological Society; on the staff of the Brooklyn 
Hospital; died Oct. 31, aged 66. 

Manasco, Titus ® Carbon Hill, Ala.; Memphis Hospital 
Medical College, Memphis, Tenn., 1897; died in Birm- 
ingham Oct. 28, aged 83, of a ruptured appendix. 
Mason, Alvin Scott * Salem, N. J.; Howard University 
College of Medicine, Washington, D. C., 1911; on the 
staff of the Salem County Memorial Hospital; died in 
the Sydenham Hospital, New York City, Oct. 25, aged 
72, of arteriosclerosis. 
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SWITZERLAND 


Painless Childbirth.—In the the obstetric departments 
of some hospitals pregnant women are conditioned to 
connect the perception of uterine contractions with the 
idea of an easy delivery in the course of seven or eight 
lectures given between the 30th and 38th weeks of 
pregnancy. The patient must attain a relaxation of her 
limbs by a psychic effort and concentrate on a pu- 
ticular type of respiration in the moment of uterine 
contraction. At first glance it seems surprising that a 
few lectures during pregnancy, improvement of the 
surroundings of the delivery room, a kind and en- 
couraging attitude in the attending staff, and the 
administration of oxygen could be sufficient to suppress 
labor pains. H. de Watteville reported on the results 
obtained in a series of 706 women who had been so 
conditioned. The results were excellent in 25% and 
fair in 50%. This method has its limitations, and it fails 
in about 25% of the patients. In these patients anal- 
gesics should be given at once. Rochat also reported 
satisfactory results in 75% of a series of 400 women. 


Cystic Fibrosis of the Pancreas.—Fanconi (Schweiz. 
med, Wehnschr. 86:1187, 1956) stated that cvstic fibro- 
sis of the pancreas has become an important disease 
of children in recent years. The disease in the newborn 
infant is characterized by meconium ileus. In older 
children with this disease bronchopneumonia is a 
common manifestation. Since duodenal intubation is 
difficult in children, and particularly in infants, it is 
important to determine the tryptic action of the stools, 
the amino acid level of the blood, the quantity of fat 
in the stools, the iodine rate in the urine after the 
administration of iodized oil, and the electrolytic 
changes of the perspiration and saliva. The roentgeno- 
gram of the chest shows atelectasis, caused by second- 
ary infections, such as bronchitis and bronchopneu- 
monia, or by a pneumothorax following the rupture 
of an emphysematous bulla. The electrocardiogram, 
showing the characteristics of cor pulmonale, gives 
valuable indications of the prognosis. The disease 
involves not only the pancreas and bronchial tree but 
also all the glands of mucous secretion and the sudori- 
parous and salivary glands. Celiac disease must be 
ruled out. A low-fat diet supplemented with protein 
hydroysates and pancreatic extract should be given. 
Since the gastric juice in very young children is too 
weak to destroy the pancreatic enxymes, pancreatic 
extract may be given in powder form instead of in 
capsules, which are not well utilized because their 
coating resists gastric digestion. These children should 
be kept continuously under treatment with small doses 
of antibiotics, sulfonamides, or both. 


Hematopoietic Action of Antirheumatic Corticoste- 
roids.—E. Cecchi and co-workers studied the action 
of cortisone, prednisone, and prednisolone on the bone 


The items in these letters are contributed by regular corre- 
spondents in the various foreign countries. 


marrow of guinea pigs. Cortisone, like all synthetic 
corticosteroids, administered to the guinea pigs over 
a seven-day period caused a decrease in the number 
of erythrocytes in the marrow. This decrease was 
remarkable after treatment with cortisone and _rela- 
tively low after treatment with prednisone and pred- 
nisolone. The number of the cells in the marrow 
greatly increased after 14 days of therapy with pred- 
nisone and prednisolone. A smaller increase was 
effected after treatment with cortisone. This increase 
was most pronounced in the erythrocytes and less pro- 
nounced in the myeloid series. The lymphoid series 
subsequently showed a decrease below normal with 
the administration of any of the three hormones. 
Treatment with prednisone and prednisolone had more 
evident stimulating effect on crvthrogr inulopoiesis and 
caused a more marked Iwinphopenia thin treatment 
with cortisone. 


UNTTED KINGDOM 

Obstetrics in General Practice.—The Council of the 
College of General Practitioners regards the family 
physician as the one who should arrange for the care 
of the mother through her pregnancy, confinement, 
and puerperium and through the early period of in- 
fant care. Even if he does not attend her during preg- 
nancy or at the confinement, he should be informed of 
her condition throughout the period, for he may be 
called in for emergency treatment and will ultimately 
be responsible for the general care of mother and 
child. The council would like to see general practi- 
tioners on the staff of antenatal clinics, where phy- 
sician, midwife, and health visitor could collaborate. 
Half the babies in England and Wales are born at 
home, although the tendency is for more to be born 
in hospitals. The council draws attention to a plan 
whereby the mother is attended during childbirth by 
her family physician in a ward attached to an obstetric 
unit and then goes home under his care one to two 
days later. Physicians undertaking obstetric work 
should have access to beds in well-equipped and 
well-staffed hospitals or units, with the services of 
general practitioners experienced in the administra- 
tion of anesthetics in obstetric cases. Another sug- 
gestion made by the council is the establishment of a 
base hospital in each area, with small general-practi- 
tioner maternity units around it. This arrangement 
would work best with group practice, so that a phy- 
sician could sately leave his other patients to attend 
a hospital obstetric case. Another suggestion is that 
in each area one general practitioner should specialize 
in abnormal obstetric cases, which could be referred 
to him by local colleagues. 


Treatment of the Reticuloses.—Leonard and co-work- 
ers (Lancet 2:1017, 1956) gave triethylene thiophos- 
phoramide (Thio-TEPA) to 54 patients with various 
diseases of the hemopoietic and _ reticuloendothelial 
systems (polycythemia vera, chronic lymphocytic leu- 
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kemia, lymphoid reticulosis, follicular lymphoreticu- 
losis, Hodgkin’s disease, reticulum cell reticulosis, and 
reticulum cell sarcoma). The Thio-TEPA was dis- 
solved in saline solution in a concentration of 10 mg. 
per milliliter and given intramuscularly in doses of 
25 to 50 mg. on alternate days. The total dosage varied 
from 75 to 250 mg., depending on the condition 
treated. Most of the patients were outpatients, and 
treatment was controlled by routine blood cell counts. 
Nausea, vomiting, and anorexia occurred in 13%, 7.4%, 
and 31.5% of the patients respectively. These disorders 
passed when treatment was stopped. The preliminary 
results suggest that Thio-TEPA may have a place in 
the management of polycythemia vera. In all the 14 
patients with this disease the drug caused symp- 
tomatic improvement, reduction in hepatosplenome- 
galy, and satisfactory control of the red blood cells 
without need for venesection for up to 14 months. 
When further treatment was needed and received, 
further remissions were produced. Thio-TEPA was 
also effective in some patients with Hodgkin's disease, 
lymphoid reticulosis, and follicular lymphoreticulosis 
in whom the disease was detectable mainly in peri- 
pheral lymph nodes; however, it was not so effective 
when the mediastinal lymph nodes, liver, and spleen 
were involved. The drug was found to be capable of 
diminishing the hyperplasia and leukocyte count in 
patients with chronic lymphocytic leukemia. It had no 
effect on the clinical course of myeloid reticulosis, 
reticulum cell reticulosis, and reticulum cell sarcoma. 
It was easy to administer and relatively easy to control, 
except in patients with initial low platelet counts. 


Undiagnosed Broken Ribs.—The Birmingham city 
coroner, at a recent inquest, suggested that all pa- 
tients admitted to casualty departments of hospitals 
after falls or similar injuries should be examined for 
broken ribs. This suggestion arose from the inquiry 
into the cause of death of a 70-year-old woman who 
died from pneumonia after fractures to eight ribs oc- 
curring as a result of a fall. She was taken to the 
hospital after the fall, and a broken ankle was diag- 
nosed. Two examinations were made, but neither re- 
vealed any fractures to the ribs. The patient was al- 
lowed to go home. Since she did not complain of pain, 
the ribs were not examined. The physician who per- 
formed the autopsy said that he thought that the 
broken ribs would have shown up on radiologic ex- 
amination, but they were in such a position that the 
fractures might not be obvious. 


Fellowship for Freedom in Medicine.—At the annual 
meeting of the Fellowship for Freedom in Medicine, 
Dr. R. Hale-White, the chairman, criticized the gov- 
ernment for not standing by the conditions under 
which the medical profession agreed to enter the 
National Health Service. The Minister of Health had 
been badly advised by his officials, who appeared to 
be under the impression that physicians were just 
units to be employed in running a health service. If 
the country could not afford a health service as run 
at present, it should be modified in such a way that 
the country could afford it. During the meeting the 
following resolutions were passed: 1. There is a de- 
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cline in the standards of the National Health Service, 
and the Fellowship for Freedom in Medicine would 
do what it could to reverse this trend, for medicine 
should be a vocation as well as an occupation. 2. 
There is keen disappointment that the Guillebaud 
Committee has been incapable of suggesting any real 
improvements or economies in the National Health 
Service. 3. Some form of financial assistance should 
be given to patients who choose to make their own 
arrangements for private medical and surgical treat- 
ment, such as providing a tax deduction on insurance 
against illness. 4. There is condemnation of discrimi- 
nating against those who choose to pay for treatment 
privately by denying them drugs on the same terms 
as those given to National Health Service patients. 
5. The fellowship wishes to see medicine freed from 
political control. 


Insulin Zine Suspensions.—Jersild, of Copenhagen, 
where the use of insulin zine suspensions (lente insu- 
lins) originated, has summarized the experience of 
four years work with such suspensions on 1,000 pa- 
tients (Lancet 2:1009, 1956). No selection was made 
of the patients, and the sex distribution was about 
equal. Ninety per cent were admitted to the hospital 
for the initial adjustment. During the first six days of 
hospitalization, an average of 30 blood sugar tests 
were done. The quality of the control was estimated 
by the percentage distribution of the blood sugar val- 
ues at four different levels, with the optimal level 
considered to be within the range of 75 to 200 mg. per 
100 ml. In addition to the blood sugar tests, the urine 
was tested for glucose four times a day. The disease 
was controlled by one injection (average 40 units) daily 
in 97% of the patients above 10 years of age. Of the 
children under 10 years, with an average daily re- 
quirement of 29 units, one injection daily controlled 
the disease in 88%. Although a special effort was made 
to test the new preparations by giving one injection a 
day, this was not done at the expense of good control 
of the diabetes. Most of the patients needing two injec- 
tions a day had “brittle” diabetes. In the group re- 
ceiving one daily injection, insulin zinc suspension 
(1.Z.S.) was given alone in 74%, 1.Z.S. plus amorphous 
LZ.S. in 12%, and J.Z.S. plus crystalline 1.Z.S. in 8%. 
Amorphous I.Z.S. or crystalline 1.Z.S. alone were only 
used in exceptional cases. The patients who had two 
injections had them at night and in the morning. The 
follow-up study over the four-year period, which av- 
eraged 18 months per patient, showed that of the 
patients whose condition was originally controlled by 
one injection daily 82% had been maintained on this 
therapy. Of the group originally receiving two injec- 
tions daily, 19% ultimately had their condition con- 
trolled by one injection daily. 

Spencer and Morgan also record the results of 
four years experience with 1.Z.S. in a series of 200 
patients. They obtained satisfactory control in 83% of 
the patients on transfer to a single daily injection. In 
36%, control of glycosuria was better than with the 
treatment previously used. Most of the patients were 
changed to 1.Z.S. from other insulin preparations in 
the outpatient clinic. Only 12 of the 200 patients had 
troublesome hypoglycemic attacks, and none of these 
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were hospitalized. The attacks were mostly mild and 
of slow onset and could be managed by the patients 
themselves without medical aid. The dosage of I.Z.S. 
was the same as before the change-over in 56% of the 
patients, 10 to 50% more in 28%, and 50 to 100% more 
in 8%. During the four-year period, 4 of the 200 pa- 
tients were in ketosis when the new treatment was 
started. The incidence of erythema, itching, nodule 
formation, and fat necrosis was less than it had been 
with other insulin preparations. 


Treatment of Pneumonia.—The effectiveness of chlor- 
tetracycline hydrochloride in the treatment of pneu- 
monia is established; however, a number of patients 
develop unpleasant side-effects, particularly affecting 
the gastrointestinal tract. A comparison of the clinical 
result obtained with this drug with those obtained 
with tetracycline was, therefore, arranged at the City 
General Hospital, Sheffield (Brit. M.J. 2:1146, 1956). 
Fifty-six adult patients were admitted to the trial, and 
each was given, at random, one of the antibiotics. 
Patients over 70 years of age, convalescent patients, 
those with heart failure, and those who had received 
treatment with another antibiotic or sulfonamide were 
excluded from the trial. Both drugs were given in a 
dose ot 0.5 gm. orally every six hours for three days 
and then 0.25 gm. every six hours until it was consid- 
ered safe to stop treatment. A thorough bacteriological 
examination was done on the sputum or nasopharyn- 
geal swab of each patient, and all pneumococci iso- 
lated were typed. Paired serums were tested for cold 
agglutinins and antibodies to influenza A and B 
viruses, the psittacosis-lymphogranuloma venereum 
viruses, Coxiella burnetti, and Streptococcus MG. 
Some of the serums were also examined for antibodies 
to influenza C virus and to the adenoviruses. Roent- 
genograms of the chest were also taken. The two 
groups treated were comparable. The commonest 
pathogenic organism was the pneumococcus. Using 
the number of deaths, temperature reduction, clearing 
of physical signs and roentgenograms, and day of dis- 
charge as indexes of effectiveness of treatment, there 
was no difference in the effectiveness of tetracycline 
and chlortetracycline. Most of the side-effects were 
mild, and their incidence was about 30% in the two 
groups. The only serious complications followed the 
use of tetracycline; there was one case each of micro- 
coccic enteritis, pulmonary moniliasis, and aspergillo- 
sis. The last-mentioned was fatal. It was concluded 
that tetracycline has the same disadvantages as other 
broad-spectrum antibiotics and should therefore be 
used with appropriate care and consideration. 


Corticotropin and Aldosterone Excretion.—Muller and 
co-workers (Lancet 2:1021, 1956) showed that corti- 
cotropin stimulates the secretion of aldosterone in 
both patients and normal subjects on a controlled but 
low-sodium intake. The effect is diurnal, with larger 
amounts being excreted during the morning. This daily 
rhythm of urinary excretion of aldosterone was only 
detectable under strictly constant metabolic conditions, 
because the slightest change in either diet or activity 
altered it. This is in definite contradistinction to the 
fixed and constant urinary excretion of the 17-hydroxy- 
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corticoids. The fact that corticotropin stimulates the 
adrenal cortex to secrete aldosterone is not surprising, 
as it is known that corticotropin intervenes in the 
transformation of the side chain of cholesterol, thus 
acting on a common precursor of hydrocortisone and 
aldosterone. 


A New Analgesic.—Gillhespy and co-workers (Brit. 
M.J. 2:1094, 1956) gave a new analgesic, dipipanone 
hydrochloride, which is chemically allied to metha- 
done hydrochloride, to a series of 100 consecutive 
patients who suffered trom pain that could only be 
relieved by a potent analgesic and to a series of 100 
patients who had just undergone a major gynecologic 
operation. At intervals after the administration of di- 
pipanone the degree of pain relief was classified as 
complete, moderate, slight, or nil. The degree of hyp- 
nosis and the presence of side-effects were also noted. 
The medical patients were given 20 mg. intramuscu- 
larly, and the patients operated on were given 25 mg. 
postoperatively. In the 100 medical patients the degree 
of pain relief was complete in 67, moderate in 27, 
slight in 3, and nil in 3. The corresponding figures for 
the 100 patients who were operated on were 95, 4, 1, 
and (0. Relief from pain occurred within 10 minutes 
after the injection of dipipanone and was maximal in 
20 minutes. An adequate level of analgesia was 
achieved for about five hours in most patients. Side- 
effects included sweating, giddiness, nausea, and 
vomiting, but their incidence was only 4 to 5% in rela- 
tion to the total number of doses of the drug given. 
There was no clinically obvious depression of respira- 
tion, no change in blood pressure, and no tendency to 
hypnosis. No withdrawal symptoms were noted in pa- 
tients who had received up to 80 effective doses of the 
analgesic. No long-term studies were made on the 
possibility of habituation. The authors conclude that 
dipipanone in doses of 25 mg. is more effective post- 
operatively as an analgesic than meperidine hydro- 
chloride, morphine, or Pantopon in the doses in which 
these drugs are normally given every six hours. 


N-Acetyl-p-Aminophenol as an Analgesic.—It has been 
shown that in the body acetanilid and acetophenetidin 
are metabolized to N-acetyl-p-aminophenol (panadol). 
As this also has analgesic activity and does not cause 
methemoglobinemia, as do acetanilid and acetophene- 
tidin, panadol has been issued in Britain as a safe 
analgesic. Newton and Tanner (Brit. M.J. 2:1096, 1956) 
compared its analgesic action with that of compound 
codeine tablets (aspirin 0.26 gm., acetophenetidin 0.26 
gm., and codeine 8 mg.), using patients suffering from 
rheumatoid arthritis and other painful musculoskeletal 
disorders as test subjects. The two preparations were 
tested in the same patient, by the use of a double- 
blind random test, with the patient taking each prepa- 
ration for two weeks. Each patient was asked which 
preparation was preferred for the relief of pain, and 
only those patients whose preferences were consistent 
from one fortnight to the next were included in the 
final result. After 42 patients had been tested, it was 
concluded that two compound codeine tablets taken 
three times a day were superior to the same number 
of tablets of panadol. 


‘ 


Vol. 163, No. 3 


MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Quinidine Treatment of Auricular Fibrillation. R. 
Friedberg and B. Sjoestroem. Acta med. scandinav. 
155:293-305 (No. 4) 1956 (In English) [Stockholm, 
Sweden]. 


Eighty-nine women and 44 men between the ages 
ot 41 and 87 years with chronic auricular fibrillation 
were treated with quinidine sulfate at the Sundby 
Hospital in Copenhagen. The duration of the treat- 
ment varied from 1 to 25 days, and the total dose of 
the drug varied from 1 to 29 gm., with an average 
daily dose of 1.5 gm. The maximum daily dose was 2 
gm. Quinidine treatment was considered effective 
when the pulse rate became regularized and the elec- 
trocardiogram showed sinus rhythm during the rest 
of the patient's stay in the hospital. This was achieved 
in 46 (35%) of the 133 patients. No relation was ob- 
served between successful treatment and age and 
weight of the patients, preceding rheumatic fever or 
diphtheria, causation of the heart disease, blood pres- 
sure, pulse rate, and degree of congestion. 

Undesirable side-effects and/or complications such 
as dyspeptic symptoms, conduction defects, and em- 
bolic manifestations were observed in 60 patients, 30 
of whom had received a total dose of quinidine sulfate 
varying between | and 10 gm., 19 a total dose of from 
11 to 20 gm., and 11 more than 20 gm. Thus the 
amount of quinidine given was not responsible for the 
side-effects or complications. Sixteen patients died in 
the course of or shortly after the treatment with quini- 
dine, and 9 of these deaths were probably caused by 
quinidine. 

Quinidine treatment should be practiced only in the 
hospital, and rather large amounts of the drug should 
be given every 3 or 4 hours during the day. Thus, 0.2 
gm. 6 times daily increased by 0.6 gm. daily up to a 
maximum dose of 0.5 gm. 6 times daily in the course 
of about 5 days would be sufficient to regularize the 
pulse in most of the patients who tolerate the drug 
well. Better results are not obtainable by a further 
increase of dosage. Side-effects such as dyspepsia 
should be counteracted by administration of adequate 
drugs rather than by decreasing the dose of quinidine. 


The place of publication of the periodicals appears in brackets 
preceding each abstract. 

Periodicals on file in the Library of the American Medical As- 
sociation may be borrowed by members of the Association or its 
student organization and by individuals in continental United 
States, or Canada who subscribe to its scientific periodicals. Re- 
quests for periodicals should be addressed “Library, American 
Medical Association.” Periodical files cover 1948 to date only, 
and no photoduplication services are available. No charge is 
made to members, but the fee for others is 15 cents in stamps 
for each item. Only three periodicals may be borrowed at one 
time, and they must not be kept longer than five days. Periodicals 
published by the American Medical Association are not available 
for lending but can be supplied on purchase order. Reprints as a 
rule are the property of authors and can be obtained for perma- 
nent possession only from them. 
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Patients with oversized hearts are more susceptible 
to side-effects and complications than patients with 
normal-sized hearts. Quinidine treatment is dangerous 
in patients with many ventricular extrasystoles, pro- 
nounced arborization block, or recent embolic mani- 
festations. Auricular fibrillation should be treated with 
a maximum dose of about 3 gm. of quinidine daily 
divided into 6 equal doses given every 4 hours. 


Glutamic-Oxalacetic Transaminase in the Diagnosis of 
Myocardial Infarction: I. Serum Transaminase Activity 
in Relation to the Clinical Picture. T. Biérck and A. 
Hanson. Acta. med. scandinav. 155:317-324 (No. 4) 
1956 (In English) [Stockholm, Sweden]. 


Serum glutamic-oxalacetic aminopherase (transa- 
minase) levels were determined with the aid of a 
modified spectrophotometric method, originally de- 
vised by Karmen and associates, in 59 men and 27 
women with clinically or electrocardiographically sus- 
pected myocardial infarction and in 3 patients with 
diseases involving the skeletal muscles. An increase of 
the serum aminopherase activity above 40 units in the 
course of 12 to 36 hours was considered as a positive 
reaction, a rise to between 35 and 40 units was re- 
garded as questionable, and values not exceeding 35 
units were considered as negative. Forty-six of the 86 
patients with suspected myocardial infarction had 
positive results, 5 had questionable results, and 35 had 
negative results. Positive results were obtained in all 
patients with a proved fresh myocardial infarction. 
Serum aminopherase activity thus was found to give a 
very specific response in patients with fresh myocardial 
infarction. It definitely helped to establish the diagno- 
sis in patients in whom the diagnosis was otherwise 
somewhat debatable. Determinations of serum amino- 
pherase (transaminase) levels should be included in 
the diagnostic routine of departments to which cardiac 
emergency patients are admitted. 


Treatment of Addison’s Disease. RK. N. Beck and 
D. A. D. Montgomery. Brit. M. J. 2:921-923 (Oct. 20) 
1956 [London, England]. 


Two men aged 43 and 46 vears and two women 
aged 39 and 53 years with adrenal cortical hypofunc- 
tion (Addison’s disease) were given initial combined 
treatment with desoxycorticosterone acetate, sodium 
chloride, and cortisone for periods ranging from 9 to 
21 months, and after that they received maintenance 
treatment with cortisone alone for a period of from 
6 to 10 months. The entire period of treatment thus 
varied from 18 to 27 months. Fifty milligrams of de- 
oxycortone trimethylacetate microsuspension was 
given every 6 to 8 weeks; 4 or 6 gm. of sodium chloride 
and 12.5 or 25 mg. of cortisone were given daily. Each 
patient was examined carefully before the institution 
of treatment, when desoxycorticosterone acetate and 
sodium chloride were withdrawn, and at the end of 
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the maintenance treatment with cortisone. Blood pres- 
sure and weight were recorded monthly. Energy and 
capacity tor work were restored to normal, as were 
sense of well-being and emotional and mental tone. 
Libido was depressed before treatment in 2 patients, 
and it improved with therapy. Incidence of infections 
and severity of crises were reduced. There was gain 
in weight, and a satisfactory blood pressure level was 
maintained. Pigmentation was favorably influenced. 
All patients felt as well on cortisone alone as they did 
on the combined therapy. Most patients with adrenal 
cortical hypofunction can be maintained in good health 
on cortisone alone given orally in doses of 12.5 or 25 
mg. daily, without additional desoxycorticosterone 
acetate or sodium chloride. One of the patients, a 
farmer, noticed some weakness and nausea during 
vigorous haymaking in exceptionally hot weather that 
caused profuse sweating. He had to take 6 gm. of 
sodium chloride daily in addition to cortisone. This 
may be required in other patients in whom sweating 
is profuse. 


Tuberculous Pathology of People Vaccinated with 
Killed Koch Bacilli. S. Taronna. Lotta contro tuberc. 
26:417-426 (July) 1956 (In Italian) [Rome, Italy]. 


The author studied the immediate and late effect 
of a vaccine prepared from killed Koch bacilli and 
hyaluronidase and compared the results with those 
obtained with BCG. The vaccine prepared from killed 
Koch bacilli was used in inoculating 3,852. persons, 
2.742 of whom came from contagious families. Tuber- 
culosis in its primary phase was noted in 14 persons 
(0.36%). A special study was made of 100 family 
groups with ascertained contagion; there were 390 
nonvaccinated children. The status of these children 
was compared with that of the 2,742 vaccinated per- 
sons who came from 703 contagious family groups. 
Tuberculosis was present in 51.79% of the nonvacci- 
nated persons and in 0.51% of the persons vaccinated 
with killed Koch bacilli. At least 10 persons of the 
latter group, however, received the vaccine in the anti- 
allergic period. 

The vaccine prepared from killed Koch bacilli ren- 
ders people who do not live in a contagious environ- 
ment completely immune to accidental tuberculous 
contagion. The vaccine does not cause untoward side- 
effects. Tuberculous infection beyond the primary 
phase was not present in people who contracted the 
tuberculosis after the vaccination. 


Circulation in the Hands in Hypertension. R. S. Du. 
Brit. M. J. 2:974-976 (Oct. 27) 1956 [London, Eng- 
land}, 


Despite its great importance, the peripheral circula- 
tion in chronic arterial hypertension has not vet been 
adequately investigated in man. A good indication of 
the cutaneous circulation may be obtained by study- 
ing the blood flow in the hands, feet, and digits. Some 
quantitative observations on the volume of blood flow- 
ing through the hands are described. The resting levels 
of blood flow in the hands of 36 healthy and 25 hyper- 
tensive subjects were measured by venous occlusion 
plethysmography under standard conditions. In the 
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healthy subjects, the blood flow varied widely between 
different individuals but averaged 10.5 ml. per 100 ml. 
of hand volume per minute for the entire group. In 
the hypertensive patients the level of hand blood flow 
tended to be inversely related to the height of the 
diastolic arterial pressure; in those with mild hyper- 
tension the flow was on the average higher than in the 
healthy subjects, while in those with severe hyper- 
tension the hand flow was much below normal. The 
results are interpreted as evidence that in hypertension 
a functional abnormality of the vessels themselves is 
probably more important than excessive activity of 
the vasomotor nerves. 


Clinico-Pathologic Study of 261 Surgical Cases of So- 
Called “Thyroiditis.” W. A. Harland and V. kK. Frantz. 
J. Clin. Endocrinol. 16:1433-1437 (Nov.) 1956 [Spring- 
field, HI. ]. 


A diagnosis of thyroiditis was made in 261 (3.5% ) 
of 7448 patients who were subjected to operations on 
the thvroid at the Presbyterian Hospital in New York 
City between 1919 and 1953. Acute infectious or sup- 
purative thyroiditis was observed in 3 patients and 
irradiation thyroiditis in 7 who had undergone ex- 
ternal irradiation for hyperthyroidism or carcinoma. 
Twenty-seven patients had granulomatous thyroiditis 
and S had invasive fibrous thyroiditis or Riedel’s 
struma. One hundred sixteen patients struma 
lvmphomatosa, associated with a diffuse oxyphilic 
change in the epithelium in 70 patients and with little 
or no oxyphilia in 46. In the remaining LOO patients 
lvmphocytic thvroditis was associated with other thy- 
roid disorders such as nontoxic nodular goiter, diffuse 
and nodular toxic goiter, carcinoma, and lymphosar- 
coma. 

More than half of the patients with granulomatous 
thyroiditis undergoing surgical treatment did not have 
the typical picture of subacute thyroiditis, namely, 
migrating pain and tenderness in the thyroid. Riedel’s 
struma is a very rare disease, and its chief character- 
istic is the invasive fibrosis that surrounds and obliter- 
ates the thyroid. The pathologist, therefore, must be 
given an operative report before reaching this diag- 
nosis. Operative and clinical reports are essential in 
assessing struma lyvmphomatosa. The whole thyroid 
gland is involved, and there are no capsular adhesions. 
There are two histological types, distinguished by the 
epithelial changes. The first, with small round follicles 
and little or no colloid, occurs in older women, and the 
second, with small and as a rule empty follicles that 
have a star-shaped outline and a collection of epithelial 
cells in clumps at points of dense lymphoid infiltra- 
tion, occurs in adolescents and younger adults, Fi- 
brosis was described by Hashimoto as one of the 
features of the disease bearing his name. This fibrosis 
can be pronounced at times, but it does not extend 
beyond the capsule of the thyroid and thus differs 
from invasive fibrous thyroiditis. There was no evi- 
dence to suggest a relationship between struma lym- 
phomatosa and other diseases of the thyroid in which 
lymphocyte infiltrations occur. The term “Hashimoto's 
disease” should be restricted to those cases in which 
both lobes of the thyroid are involved diffusely. 
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The Hypersecretion of Aldosterone in Cushing's Syn- 
drome and Cushing’s Disease. J.-P. Doret. Semaine 
hop. Paris. 32:2921-2928, (Sept. 30) 1956 (In French ) 
Paris, France}. 


A 52-year-old woman exhibited the moon-face, 
flushed appearance, telangiectases, hypertrichosis, 
obesity, and other symptoms, signs, and laboratory 
findings of Cushing's disease. She died soon after the 
onset of a bronchopneumonia without fever or tachy- 
cardia, and autopsy revealed a benign chromophobe 
adenoma with complete absence of normal hypo- 
physial tissue. A man whose symptoms began with 
headache and disturbances of vision at age 47 similarly 
developed the features of Cushing's disease; this pro- 
gressed despite surgery and radiotherapy to a fatal 
termination. Autopsy revealed a malignant mixed 
adenoma of the hypophysis. 

Extensive laboratory studies were made in both 
cases with reference to hormones of hypophysial and 
adrenal origin in blood and urine, in the hope of ex- 
plaining the alkalosis, hypopotassemia, and retention 
of water and sodium. The data from the first case were 
incomplete, but the following values for formalde- 
hydogenic corticosteroids from the second case are 
significant: 24-hour output in urine, 50 mg. (normally 
8 mg.); 24-hour output in urine after administration 
of 40 units of corticotropin, 69 mg.; concentration in 
plasma by method of Nelson and Samuels, 31 meg. per 
100 ce.; concentration in plasma by method of Silber 
and Porter, 38 mcg. per 100 ce. This agrees with the 
hypothesis that in these patients some of the symp- 
toms, especially those of water and electrolye im- 
balance, were caused by excessive secretion of aldo- 
sterone. 


Some New Observations on Subacute Thyroiditis. P. G. 
Skillern, H. E. Nelson and G. Crile Jr. J. Clin. En- 
docrinol. 16:1422-1432 (Nov.) 1956 [Springfield, Ill.]. 


The authors describe the atypical clinical features 
that either complicated the clinical diagnosis or re- 
sulted in failure to make the correct clinical diagnosis 
in some of 66 patients with subacute ( granulomatous ) 
thyroiditis. A significant normochromic normocytic 
anemia was observed in 11 (16.7%) of these patients. 
Frequently the observation of hemoglobin values as 
low as 8 or 10 gm. per 100 cc. resulted in a fruitless 
search for other causes of the anemia; gastrointestinal 
roentgen studies and additional blood studies were 
made because it was not appreciated that the anemia 
could be caused by the effects of the subacute thy- 
roiditis itself. There may be depression of the bone 
marrow and interference with iron metabolism. The 
occurrence of minimal or no febrile symptoms in two 
patients with asymptomatic goiter, and the concur- 
rence of anemia in one of them, obscured the diagnosis 
of subacute thyroiditis that was established by needle 
biopsy. 

Thyroid-stimulating hormone tests were performed 
on 12 patients with subacute thyroiditis, with use of 
4 units of thyrotropin according to the method of Jef- 
feries and associates with minor modifications. Twelve 
euthyroid patients served as controls. Basal metabolic 
rates were determined in the patients tested and in 
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the controls. The thyrotropin test dose failed to in- 
crease the low or low-normal radioactive iodine up- 
take by the thyroid significantly in 10 of the 12 patients 
with subacute thyroiditis, in contrast to the significant 
increase noted in all control euthyroid patients. This 
failure to respond to a small dose of thyroid-stimulat- 
ing hormone may be an additional aid in the diagnosis 
of atypical subacute thyroiditis. Determination of 
electrophoretic protein patterns was carried out in 6 
patients with subacute thyroiditis and showed a mod- 
erate decrease in albumin in 5, a slight increase in 
gamma globulin in 2, and an increase in alpha and 
beta globulins in 1. The nonspecific changes in the 
electrophoretic protein patterns are of little diagnostic 
help. 

Six patients were treated with prednisone. One 
tablet of 5 mg. was given 4 times daily for the first 
week until all the symptoms were controlled. Then 
the dose was reduced to 1 tablet given 3 times daily 
for a week and then to 1 tablet given twice a day for 
the next 2 weeks. The drug was then withdrawn. If 
the disease flared up, the treatment was continued 
for another month. A dose of 5 mg. given twice a day 
seemed sufficient to control the symptoms of subacute 
thyroiditis in most patients. Edema did not occur in any 
of the patients. Prednisone is as effective as cortisone 
in controlling the symptoms and signs of subacute 
thyroiditis and has the advantage of not causing edema. 


SURGERY 


Transplantation of the Spinal Cord for the Relief of 
Paraplegia. J]. G. Love. A. M. A. Arch. Surg. 73:757- 
763 (Nov.) 1956 [Chicago]. 


Transplantation of the spinal cord in the sense of 
moving it to a new position was performed in the de- 
partment of neurological surgery of the Mayo Clinic 
on 6 patients with paraplegia secondary to Pott’s dis- 
ease of the spinal column and on 5 patients with 
paraplegia of varving degrees caused by kyphosis or 
kyphoscoliosis in whom the basic causative factor 
varied, One of the 5 patients, a 65-year-old man, had 
kyphoscoliosis secondary to a back injury he had sus- 
tained at the age of 4 vears. A second patient, a 53- 
year-old man, had kyphoscoliosis that was thought to 
have been caused by tuberculosis, although the 
presence of this disease could not be confirmed 
by bacteriological methods. A 17-year-old boy had 
kyphoscoliosis secondary to a congenital fifth thoracic 
hemivertebra. A 22-year-old man had kyphoscoliosis 
secondary to von Recklinghausen’s neurefibromatosis 
without intraspinal neoplasm. The fifth patient was a 
13-year-old boy with kyphoscoliosis of the paralytic 
type. History suggested a birth injury with superim- 
position of anterior poliomyelitis at the age of 2 vears. 

The results of transplantation of the spinal cord 
were excellent in 3 of the 6 patients with paraplegia 
caused by Pott’s disease; they were able to return to 
gainful occupations and to get around without handi- 
cap. The results in the other 3 were less encouraging. 
One had little or no change from his preoperative 
status; the paraplegia was aggravated in the second; 
and the third patient first had marked improvement, 
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but paraplegia recurred later because of reactivation 
of his tuberculous lesion. No change occurred in the 
65-vear-old man; the 53-year-old man first became 
worse and then improved; the 17-year-old boy made 
a complete recovery; the 22-year-old man obtained 
marked improvement and was able to walk without 
aid. Marked improvement also occurred in the 13-year- 
old boy. There were no postoperative deaths, and 
there have been no deaths since. 

Transplantation of the spinal cord is a useful pro- 
cedure in a small number of carefully selected pa- 
tients. The spinal cord should be transplanted before 
it has been irreparably damaged. If the patient's 
neurological signs fail to show improvement on ade- 
quate conservative treatment or if they progress while 
the patient is under observation and treatment, a de- 
cision should be made regarding the risks of not oper- 
ating and the definite risks that attend surgical 
procedures for such lesions. The patients whose para- 
plegia has been present for a relatively short time 
show better recuperative powers than those who have 
been paralyzed for vears. Youth seems to be in the 
patient's favor. 


Experience with Corticotropin and Corticosteroids in 
Severe Peritonitis. G. C. Henegar, A. |. Hunnicutt and 
L. W. Kinsell. A. M. A. Arch. Surg. 73:804-812 (Nov. ) 
1956 [Chicago]. 


Thirty-one of 50 severely ill patients with peritonitis 
who were admitted to the department of surgery of 
the Highland Alameda County Hospital in California 
between 1952 and 1954 received combined hormone, 
antibiotic, and surgical therapy, and the remaining 19 
patients received the conventional therapy without 
steroids. Combined therapy was practiced as follows: 
The patients were given 100 mg. of hydrocortisone 
intravenously in 500 cc. of 5% dextrose in water, ad- 
ministered at the rate of 250 cc. per hour. At the same 
time 40 units of corticotropin were placed in the same 
intravenous solution. Infants and elderly patients, in 
whom fluids might have created a problem, were given 
hydrocortisone hemisuccinate directly into the vein in 
2 cc. of aqueous solution. At the same time the pa- 
tients were also given intramuscularly 300 mg. of 
cortisone acetate daily in divided doses, which were 
reduced gradually. Corticotropin was also given intra- 
muscularly in gradually reduced doses. Administration 
of corticotropin continued for at least 2 days longer 
than that of cortisone. Antibiotics were given for at 
least 1 week after the discontinuation of the hormone 
therapy. Surgery was carried out as soon as the clinical 
condition warranted. The cortical steroid drugs and 
the corticotropin were given for 4 or 7 days to combat 
the systemic toxic effect and to permit one to “buy 
time’ while the antibiotic drugs were producing their 
effect. The use of the short or the long course of thera- 
py depended on the severity of the illness. The short 
course was usually sufficient. 

Only 3 of the 19 patients given conventional therapy 
survived, and they had a stormy postoperative conva- 
lescence. Five of those who did not survive died before 
they could be restored to a condition in which surgical 
intervention could be carried out. The remainder of 
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this group lived for varying time intervals after opera- 
tion, succumbing to the various complications of their 
disease. Twelve of the 31 patients who received the 
corticoid therapy survived. Nineteen patients did not 
survive, and 4 of these survived less than 24 hours 
after therapy was started. Two were newborn infants 
who had a perforated viscus diagnosed shortly after 
birth. They died within 2 and 4 hours after the opera- 
tion. It was felt that in these 4 patients there was in- 
sufficient time for any form of therapy to be effective. 
Adrenocorticotropin and adrenocortical steroid hor- 
mones seemed effective in preparing patients who 
would otherwise be too ill to withstand operation. 
Definitive surgical treatment should not be delaved 
because of the appearance of clinical improvement. 
With the use of these hormones, administration of 
the antibiotics must be continued for at least 1 week 
after the termination of the hormone treatment. 


Lethal Midline Granuloma of the Face. M. T. Edger- 
ton and J. D. DesPrez. Brit. J. Plast. Surg. 9:200-211 
(Oct.) 1956 [Edinburgh, Scotland]. 


Although less than 50 cases of lethal midline granu- 
loma of the face have been reported, the condition 
seems more common than is realized. The 4 patients 
described were treated by the authors in the course of 
the past 8 vears. Lethal midline granuloma is charac- 
terized by a prodromal period of months to years of 
nasal congestion, obstruction, and rhinorrhea. This is 
followed by an active stage of progressively spreading 
inflammation and ulceration, beginning within the 
nose and extending to involve all the structures of the 
midtace. Moderate fever, pain, and generalized debil- 
itv develop. The final phase may terminate by hemor- 
rhage, meningitis, or inanition. It is still an unsolved 
question whether lethal midline granuloma represents 
a tumor unlike all other tumors, an infection unlike 
other infections, or a defect in the immune mechanism. 
In the four patients presented the lesion began as a 
swelling under the mucosa of the nasal septum or 
along the nasolabial angle with ulceration developing 
along the alar base and extending into the region of 
the lacrimal apparatus. Initially the mucosa shows 
edema and often a bluish discoloration. The involved 
area may then become coated with a membrane of 
necrotic material, leukocytes, and mucus. Ulceration 
continues until bone is exposed and sequestration fol- 
lows. The nasal bones, septum, palate, and maxilla 
are eventually destroyed. 

The process varies from one area to another and 
shows acute inflammation and necrosis, chronic in- 
flammation, and granuloma formation, healing, and 
scarring. Once secondary infection has developed, the 
infiltrative cell type becomes variable. Leukocytes, 
eosinophils, lymphocytes, and plasma cells may pre- 
dominate in different microscopic fields. In all cases 
there are large pleomorphic cells with varying amounts 
of cytoplasm and large nuclei. Some of the nuclei are 
lobular, and mitoses are not infrequent. These have 
been considered similar to so-called reticular stem 
cells, but the origin of these cells is unknown. Fibro- 
blasts are prominent in the scarred areas, and massive 
necrosis with arterial thromboses and periarterial in- 
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filtration may be seen in most sections. Three of the 
4 patients showed separate ulcerations on the larynx, 
but, with the possible exception of 1, none of the pa- 
tients showed lesions in the lymph nodes, bone, liver, 
or lungs that might be construed to be metastases. The 
peripheral blood cell count and smears were always 
normal. Although these patients had frequent episodes 
of hyperpyrexia, at no time did they show the ex- 
pected leukocytosis. The bone marrow in the one pa- 
tient in whom autopsy was done was essentially normal. 

The diagnosis is difficult. The first of the 4 cases 
reported was not correctly diagnosed until after the 
second patient had been studied, but in the third and 
fourth cases the diagnosis was made after osteomye- 
litis, carcinoma, and lymphosarcoma had been ruled 
out. Lethal midline granuloma of the face is a chronic 
process, and there may be long latent periods. Treat- 
ment should be operative, supportive, and medical. 
Irridition has little or nothing to offer these patients. 
Surgical débridement of necrotic bone and soft tissue 
hastens the process of sequestration and slough, con- 
trols the spread, reduces drainage, odor and fever, 
lessens pain, and obtains biopsy material. This deé- 
bridement must be sufficiently extensive to include 
ul necrotic tissue. Radical excision proved to be no 
more helpful than the more conservative débridement. 
Cortisone has produced encouraging results, but in 2 
of the 4 patients the improvement was only temporary. 


Neurilemmomas of the Vagus Nerve in the Neck. F. E. 
Altany and K. L. Pickrell. A. M. A. Arch. Surg. 73: 
793-800 (Nov.) 1956 [Chicago]. 


The authors describe 3 cases of neurilemmoma of 
the vagus nerve in the neck in men between the ages 
of 22 and 39 years. The diagnosis of a benign nerve 
sheath tumor was made at the time of operation or 
from previous biopsy before definitive surgery was 
performed. All the lesions were asymptomatic except 
for a slight gradual increase in size. A surgical excision 
of the tumor was performed in all 3 patients. Micro- 
scopic examination of the specimen revealed Antoni 
tvpe A tissue, i. e., dense elongated fibers with nuclear 
puisading and arterial thrombosis, in 2 patients. An- 
toni type B tissue with loose texture, no definite 
cellular arrangement, and presence of microcystic de- 
generation was observed in the specimen obtained 
from the third patient. There has been no evidence 
of recurrence after the excision. Slight hoarseness of 
voice caused by paralysis of the vocal cord occurred 
postoperatively in 2 patients and Horner syndrome 
and hoarseness of voice in 1. The Horner syndrome 
subsided, but hoarseness of voice, although it im- 
proved somewhat, was persistent in all 3 patients. 

The long duration of the tumor, with slow progres- 
sion, the absence of any intraoral or pharyngeal lesion 
that might produce cervical metastasis, and the dis- 
crete soft movable character of the mass, should lead 
the astute examiner to a tentative diagnosis of a 
benign primary neoplasm in the neck, but no one can 
ascertain further the exact type of the tumor from 
the presenting clinical manifestation. Consequently 
the diagnosis is rarely made preoperatively. Neurilem- 
momas of the cervical vagus nerve are benign and 


MEDICAL LITERATURE ABSTRACTS 213 


produce no characteristic signs or symptoms. They 
are best treated by local excision, with care taken to 
preserve the nerve trunk when possible. Section of the 
nerve results in unilateral paralysis of the vocal cord 
without effect on gastric motility and secretion. Sur- 
gical removal of these tumors results in complete cure. 


Carcinoma of the Sigmoid Arising from a Polyp First 
Visualized 15 Years Previously: Report of Case. C. W. 
Mayo and C. A. de Castro. Proc. Staff Meet. Mayo 
Clin. 31:597-598 (Oct. 31) 1956 [Rochester, Minn. ]. 


A 55-vear-old man was first observed at the Mayo 
Clinic at the age of 40 in 1941, when proctosigmoido- 
scopic examination revealed 5 rectal polyps and an- 
other polyp at a distance of 24 cm. from the anal 
margin. Transabdominal removal of a sigmoidal polyp 
visualized roentgenologically at the junction of the 
descending colon was recommended, but the patient 
refused. The 6 polyps seen by the proctologist were 
fulgurated. In January, 1956, or 15 years from the time 
the sigmoidal polyp was first seen, this patient re- 
turned complaining of low abdominal cramps of 6 
weeks duration and the urge to defecate but inability 
to do so. On February 2, 1956, resection of a portion 
of the descending colon and a portion of sigmoid and 
end-to-end colosigmo:dostomy were performed for an 
annular, ulcerative, partially obstructing, grade 2, 
mucous adenocarcinoma. The time needed for what 
one may consider a benign polyp to assume malignant 
characteristics is variable and difficult to determine. 
Polyps or adenomas of the large intestine, if given 
sufficient time, develop into carcinomas. Adenomas are 
precursors of malignant lesions in the colon and rec- 
tum. If adequate proctoscopic removal of a colonic 
polyp is not possible, then transabdominal removal is 
mandatory. The consulting physician and surgeon 
should strongly advise the patient to have colonic 
polyps removed. 


Effect of Antrum Exclusion on Gastric Secretion. 
W. R. Waddell, J. Appl. Physiol. 9:222-226 (Sept. ) 
1956 | Washington, D. C.]. 


During the past 2 vears a clinical evaluation of a 
new operative procedure for duodenal ulcer has been 


This operation consists of vagotomy combined with 
transection of the stomach in its midportion, exclusion 
of the distal half of the stomach, and construction of 
a gastrojejunostomy. To date, 80 patients have had 
this operation. As part of the evaluation, gastric acid 
secretory tests have been carried out preoperatively 
and 6 to 12 months postoperatively. Preoperative 
studies were made on 74 patients, all of whom had 
active duodenal ulcers at the time. The data are sum- 
marized in this report and compared with the results 
of the same studies done on 35 patients after operation. 
Transection of the stomach caused decrease in acid 
output during basal periods and after stimulation 
with histamine and insulin. This results from interrup- 
tion of intrinsic postganglionic parasympathetic inner- 
vation, which normally passes from the antrum to the 
parietal cell area in the gastric wall. 


a in progress in the Massichusetts General Hospital. 
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NEUROLOGY & PSYCHIATRY 


Takayashu’s Syndrome, Pulseless Disease, or Brachio- 
cephalic Arteritis. P.-J. Rasch and H. H. Jacobsen. 
Nord. med. 56:1328-1331 (Sept. 13) 1956 (In Danish) 
[Stockholm, Sweden]. 


A case of primary arteritis in the aortic arch and its 
main branches is described. Takayashu’s syndrome 
occurs almost exclusively in women and often after a 
pregnancy. It is manifested by obliteration of brachio- 
cephalic vessels coming from the aortic arch and the 
development of minor vessels acting as more-or-less 
sufficient substitutes. The etiology is unknown. There 
are ischemic and atrophic symptoms of cerebral origin; 
carotid-sinus syndrome; fatigue and pain in the arms, 
especially when working with the arms raised; cardiac 
symptoms; and general symptoms. The prognosis is 
unfavorable. Death usually occurs after a few years, 
but cases lasting up to 20 vears have been reported. 
In the case here described (the 91st to be reported) 
the disease had apparently existed for about 24 vears 
in a woman aged 52. Vertebral angiography showed 
filling of the internal carotid artery and its branches. 
The syndrome should be borne in mind in otherwise 
unexplained hemiparetic attacks in young women. 


Cervical Nerve Root Compression and “The Shoulder- 
Hand Syndrome.” D. Miller and Kk. F. Bleasel. M. J. 
Australia 2:448-450 (Sept. 22) 1956 [Sydney, Australia]. 


The association of a stiff and painful shoulder with 
brachialgia has been recognized for a number of years. 
It is commonly supposed that in cases of this type the 
stiff shoulder is the cause of pain, and treatment is 
directed toward the shoulder even though there may 
be no evidence of disease or any good theory as to 
etiology. The clinical picture involving a wider spread 
of brachial pain as far as the hand, associated with a 
stiff and painful shoulder and sometimes with stiff and 
swollen finger joints, has come to be known as the 
“shoulder-hand” syndrome and has become further 
complicated by being recognized as an occasional 
sequel to coronary occlusion. Cervical disk lesions and 
degenerative spondylosis have come to be recognized 
as a frequent cause of brachial neuralgia, which is 
typically characterized by pain or paresthesia of der- 
matomic distribution. This type of brachial neuralgia is 
usually recognizable on its symptomatologic basis 
and may be confirmed by typical x-ray findings in the 
cervical vertebrae. The malady responds to treatment 
either by neck immobilization or traction or sometimes 
necessarily by decompression of the nerve roots. When 
neck traction is applied to relieve the brachial pain, 
one of its first effects is usually ease of shoulder pain 
and a loosening of joint movement. 

The authors cite case histories to illustrate that the 
restriction of shoulder-joint movement is primarily 
muscular in origin and not, as is so often assumed, the 
result of periarticular adhesions. Only thus is it pos- 
sible to explain increase of movement after neck trac- 
tion. If the immobility of the shoulder has existed for 
a long time, the early relief obtained by neck traction 
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may not be complete, and physiotherapeutic aid may 
be required to increase the range of movement. How- 
ever, primary manipulative treatment of the shoulder 
joint is usually illogical. The basis of this muscle 
spasm and rigidity would appear to be neurogenic. 
The stiff shoulder and the stiff peripheral joints seen 
in brachial neuralgia are almost certainly the expres- 
sion of similar neuromuscular discharges due to strong 
stimulation of the nerve roots. The recognition of a 
similar symptom complex after coronary occlusion is 
probably dependent on a similar mechanism. It is 
possible that during the long and sustained throes of 
pain and disability following coronary occlusion the 
neck has assumed a faulty attitude and has brought 
about a true cervical root brachialgia in no way dif- 
ferent from that occurring without coronary disease. 
If this is so, neck traction would be likely to overcome 
the clinical disability. Two case histories are cited to 
illustrate this connection. The term shoulder-hand 
syndrome may be misleading. It would be better to 
regard the condition as merely an aspect of cervical 
nerve root irritation. 


GYNECOLOGY & OBSTETRICS 


The Influence of Multiple Births on Perinatal Loss. 
M. M. Donnelly. Am. J. Obst. & Gynec. 72:998-1005 
(Nov.) 1956 [St. Louis]. 


A review of the statistics on childbirth in Iowa dur- 
ing the vears 1953 and 1954 revealed two significant 
facts about multiple births that indicated the need for 
a more detailed study of twinning. First, almost 20% 
of all infants born who were premature by birth 
weight or by weeks of gestation were products of 
multiple births. Second, the neonatal death rate for 
multiple infants was 6 times and the fetal death rate 
almost 3 times that for single infants. During the 2 
years studied there were 128,817 births, which in- 
cluded 1,399 pairs of twins. The ratio of one pair of 
twins for every 92 births is a little lower than that 
quoted in other studies; however, it is the same as 
reported in 1954 by the National Office of Vital Sta- 
tistics. It was found that the incidence of multiple 
births increased with the age and parity of the mother. 
Less than one-half of the multiple pregnancies reached 
40 weeks of gestation. Multiple infants were delivered 
more frequently by methods considered hazardous 
than were single infants. 

Although there can be no control over the concep- 
tion of multiple infants, doctors should become “twin 
conscious, so as to facilitate earlier diagnosis. Once 
a twin pregnancy has been diagnosed the mother 
should be counseled wisely as to the problems in- 
volved. Unfortunately, the older multiparous woman, 
who is more apt to have twins, is the one who does 
not seek early prenatal care. Because many complica- 
tions other than multiple pregnancy are likely to be 
more frequent in older multiparas, an educational 
program is indicated to teach all mothers the im- 
portance of adequate prenatal care. Once a multiple 
pregnancy is diagnosed, every effort should be ex- 
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pended to see that the pregnancy reaches term. As 
regards the obstetric management of twin pregnancies, 
the author says that the method of delivery of the 
second twin has become routine version and extrac- 
tion. If this method of delivery is contributing to poor 
fetal salvage, obstetricians should reevaluate its use. 
This should be especially stressed in training centers. 
Improvement of obstetric management should reduce 
the hazards of twin infants and give them a better 
chance of survival. 


An Evaluation of the Saliva Prenatal Sex Test. R. 1. 
Ellin and W. J. MacDonald. Am. J. Obst. & Gynec. 
72:1021-1024 (Nov.) 1956 [St. Louis]. 


The authors first comment on Richardson's biochem- 
ical test for pregnancy (procedure 1), in which a brown 
color persisting for 2 minutes or more was indicative 
of pregnancy or a male child, whereas fading of the 
brown color to a clear amber, pale tan, or to colorless 
indicated a negative test for pregnancy or a female 
child. Procedure 2 is Rapp’s modification of Richard- 
son's test. It had been noted by Rapp and Richardson 
that all the urine samples from women in the sixth 
and seventh months of pregnancy gave a_ positive 
Richardson test, but saliva from these women gave a 
positive test in only some of the cases. In nearly all 
cases, mothers of boys had shown a positive saliva 
test, while most mothers of girls had a negative test. 
The authors performed both procedures on the saliva 
of 78 pregnant women. Forty-two males and 36 fe- 
males were predicted. In the first category, 33 males 
and 9 females were born, an accuracy of 79%. In the 
latter tests, 30 were females while 6 were males, giv- 
ing an accuracy of 83%. The total number of errors 
was 15; thus, an over-all accuracy of 81% was ob- 
tained. The Rapp-Richardson saliva test is a rather 
sensitive one, in that the color formation at the end 
of the test is not always a pronounced brown. At times 
it was quite difficult to decide whether the test was 
positive or negative. It is suggested that a spectro- 
photometer be employed to read the color at a se- 
lected wave length, so that a positive or negative 
result might be indicated with greater accuracy. Fur- 
ther refinement in the test is needed to make it ac- 
curate enough to be clinically practical. 


Perinatal Infection and Perinatal Death. J. A. McC. 
Smith, R. F. Jennison and F. A. Langley. Lancet 
2:903-906 ( Nov.) 1956 [London, England]. 


Experience suggests that infection plays a consider- 
able part in the causation of perinatal mortality and 
morbidity. An investigation was therefore designed to 
assess the significance of infection as a cause of death 
by determining if any clinical sign or combination of 
signs in the mother or in the fetus would give an indi- 
cation of infection in the fetus in utero. The following 
two groups of women, who were either in labor or 
whose membranes had ruptured, were selected from 
those admitted to hospital: (1) those thought to have 
an intrapartum infection and (2) controls in whom no 
intrapartum infection was suspected, consisting of 
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every fifth patient admitted in labor. If, however, a 
patient in this group had signs suggestive of an intra- 
partum infection, she was transferred to the infected 
group. A diagnosis of intrapartum infection was based 
on two criteria: elevation of temperature in the moth- 
er, and fetal tachycardia. The presence of either of 
these criteria was taken to indicate intrapartum in- 
fection. Bacteriological examinations were made in 
those in whom infect’on was assumed and in un- 
infected controls. The following specimens were sub- 
jected to bacteriological studies: two high vaginal 
swabs; a catheter specimen of urine on admission to 
the labor room; a sample of fetal blood from the pla- 
centa; and, if the fetus was stillborn or the baby died, 
specimens from the heart blood, bronchus, and lung. 

Alternate women of the group believed to have an 
intrapartum infection were given antibiotics, namely, 
streptomycin by intramuscular injection and oxytetra- 
cvcline by mouth. The results of the studies suggest 
that maternal pyrexia and fetal tachycardia indicate 
the possibility of perinatal death. This is shown for 
the patients in the untreated infected group. Where 
there was maternal pyrexia without fetal tachycardia, 
6 (11.5%) of 52 infants died in the perinatal period. 
In 4 cases fetal tachycardia alone was noted, but none 
of the infants concerned died. Where maternal pyrexia 
and fetal tachveardia were both recorded, 4 (33% ) 
of 12 infants died. In the absence of maternal pyrexia 
and fetal tachycardia none of 99 babies died. Intra- 
partum pyrexia is essociated with an increased inci- 
dence of pathogenic organisms in the genital tract. 
Pneumonia in the fetus is commonly associated with 
evidence of intrapartum infection lasting more than 48 
hours in the mother. Because the organisms are of low 
virulence for the mother, the signs are not very con- 
spicuous. The treatment of patients with intrapartum 
infection with combined streptomycin and oxytetra- 
cvcline seems to reduce perinatal death by preventing 
infection of the fetus. This reduction in death can be 
shown to be significant only if it has been possible to 
treat the mother for at least 48 hours before delivery. 


UROLOGY 


Resistant Trichomoniasis in the Female. L. W. Riba. 
A. M. A. Arch. Surg. 73:833-838 (Nov.) 1956 [Chicago]. 


Thirty-eight of 40 women between the ages of 19 
and 76 vears with chronic urinary and vaginal tricho- 
moniasis were hospitalized and 2 were treated in the 
author's office. After preliminary excretory pyelograms 
had been made, combined urethrocystoscopic examina- 
tion and urethral surgery was routinely carried out in 
the 38 patients. Urethral fulgurations were performed 
in 19 patients (including fulguration of the trigone in 
1) ); urethral fulgurations with transurethral removal 
of deep urethral and vesical neck tissues were carried 
out in 11 patients; and transurethral resection was car- 
ried out in 8 patients only. Skene’s ducts were cathe- 
terized with an illuminated speculum and a_ blunt 
probe in 34 patients. Electrosurgical incision into the 
lumen of the urethra destroyed these ducts as a focus 
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of infection. One or more supernumerary ducts were 
found in 11 urethras; one patient had 7. A meatotomy 
incision was made when the meatus was small or con- 
tracted. Meatal polyps and caruncles were removed. 
All caruncle tissue was biopsied. A Malecot or Foley 
catheter was left in situ for a period of from 48 to 72 
hours after the operation. Dihydrostreptomycin and 
penicillin were given intramuscularly twice daily while 
the catheter was in place. Oral medication was substi- 
tuted on the third and fourth days. After the removal 
of the catheter the patients were made ambulatory 
and allowed to take sitz baths once or twice daily. 
It took about 4 to 6 weeks for the urethra to heal. The 
healing was expedited by the use of antibiotics. After 
the healing was complete and the urine was clear, the 
urethra was calibrated and dilated once or twice if 
necessary. Previously prescribed vaginal treatments 
were resumed at home and continued while the 
urethra was treated. 

The results of treatment were surprisingly good. 
The trichomonas organisms seemed to disappear after 
30 to 90 days, along with the pus and red blood cells 
in the urine. Thirty-two of the 40 patients (80% ) 
seemingly were cleared of urinary and vaginal tricho- 
moniasis. Four patients (10%) had temporary recur- 
rences after 1 or 2 years. They were cleared again 
after a short course of urinary and vaginal re-treat- 
ments. The 2 patients who were treated in the office 
for 1 year were therapeutic failures and should have 
received hospital treatment. Six hospital patients (15%) 
had insufficient office follow-up to record the end- 
results, but 2 (5%) appeared to have been cleared. 
No patient became permanently worse after the de- 
scribed urethral treatment. Postoperative complica- 
tions were few and not troublesome. Eradication of all 
urethral and vaginal foci is necessary for the perma- 
nent clearance of resistant trichomoniasis in the fe- 
male. 


INDUSTRIAL MEDICINE 


Carcinoma of the Lung in Workmen in the Bichro- 
mates-Producing Industry in Great Britain. P. L. Bid- 
strup and R. A. M. Case. Brit. J. Indust. Med. 13:260- 
264 (Oct.) 1956 [London, England]. 


A follow-up over 6 vears of the mortality of workers 
in the chromates-producing industry at 3 factories in 
Great Britain shows a statistically significant increase 
in the mortality from carcinoma of the lung. Twelve 
deaths were recorded in the series used for statistical 
analysis and only 3.3 expected. In addition to these 12 
patients, 3 more with pulmonary cancer, 1 of whom 
is dead and 2 still alive, were reported from the same 
factories. This increased mortality is in accord with 
the findings of authors who have studied hazards to 
health in the chromates-producing industry in Ger- 
many and in the United States of America. The possi- 
bility that the increase found in the present survey 
could be due to a nonoccupational cause such as diag- 
nostic bias, place of residence, social class, or smoking 
habits has been examined, discussed, and discarded, 
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and the authors conclude that carcinoma of the lung 
must be considered as an occupational hazard in the 
chromates-producing industry in Great Britain. The 
data examined do not indicate the nature of the car- 
cinogenic occupational factor. The mortality experi- 
ence of the chromates workers taking part in this in- 
vestigation from neoplasms at other sites and from 
deaths from other causes does not seem to be altered 
from the mortality expected in a comparable section 
of the general population of England and Wales. 


THERAPEUTICS 


On the Ulcerogenic Effect of the New Synthetic 
Steroids: Experimental Study and Comparison with 
Other Antirheumatic Drugs. T. Lucherini and A. 
Gospodinoff. Minerva med. 47:867-874 (Sept. 29) 1956 
(In Italian) [Turin, Italy]. 


The authors studied the ulcerogenic effect of predni- 
sone and prednisolone in the gastroduocenal and ileal 
mucosa of 9 groups of guinea pigs. Each group con- 
tained 10 animals of the same age and of an average 
weight of 250 gm.; each of the animals received either 
0.7 mg. of prednisone, 0.3 mg. of prednisolone, 1 mg. 
of cortisone by mouth, 1 me. of cortisone by injection, 
0.8 mg. of hydrocortisone by mouth, 0.8 mg. of hydro- 
cortisone by injection, 12 mg. of aminopyrine (pyrami- 
don), 25 mg. of aspirin, or 70 mg. of sodium salicylate. 
A tenth group of animals treated with glucose and 
calcium was kept as a control group. All the animals 
were kept in the same environment and were fed 
plenty of vegetables, fruits, bread, and bran. Fifteen 
days after the beginning of the experiment blood was 
found in the feces of some of the animals of the groups 
treated with cortisone by mouth or by injection (1 in 
each group), with hydrocortisone by mouth (1), pred- 
nisone (3), prednisolone (2), and aspirin (1). All the 
guinea pigs were killed after 30 days by injecting air 
into their lungs. Ulcers were found in 40% of the ani- 
mals treated with prednisone, in 30% of those treated 
with prednisolone, in 20% and 10%, respectively, of 
those treated with cortisone and hydrocortisone by 
mouth, and in 10% and 0%, respectively, of those 
treated with cortisone and hydrocortisone by injection. 
Prednisone had an ulcerogenic effect not only on the 
gastric mucosa but also on that of the duodenum and 
the ileum. Aspirin caused small superficial erosions 
in the gastric mucosa. The authors believe that alka- 
line substances should be given to limit the irritating 
and ulcerogenic effect of the new synthetic steroids. 


Clinical and Therapeutic Considerations on 32 Patients 
with Tetanus. F. Marconi and M. Scatasta. Clin. terap. 
11:229-237 (Sept.) 1956 (In Italian) [Rome, Italy]. 


The authors report on 32 patients with tetanus. Sev- 
enty-two per cent of the patients were from rural 
areas, Symptoms were marked and typical in very few 
patients; in most patients the disease was latent for 
some time or the symptoms were attenuated and 
atypical. Seven patients who suffered typical tetanic 
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crises received special symptomatic treatment. Anti- 
tetanic serum was injected intramuscularly in all pa- 
tients. A daily dose of from 80,000 to 100,000 units 
was divided into 8 equal parts given every 3 hours. 
Patients with mild forms of tetanus received from 
40,000 to 60,000 units of serum per day. Serum was 
also innoculated directly into the wound. Antibiotics 
were given; they were discontinued when the patients 
showed definite improvement. Side-effects produced 
by the serum were easily checked. Serum sickness 
followed in 13 patients, but it was always controlled 
and treatment could be continued. Bronchopneumonia 
developed in 5 patients and nephritis in 3. The 7 
patients with typical tetanic crises received intraven- 
ous injections of orthotoloxylglycerol. Twenty patients 
(62.5%) recovered; 5 (15.5%) died in the hospital after 
a very short period; and 7 (22%), dismissed from the 
hospital in very poor condition, died at home. 


Studies on the Allergic Terrain: Trial of Treatment 
with Normal Human Serum. J.-L. Parrot and C. La- 
borde. Presse méd. 64:1765-1768 (Oct. 27) 1956 (In 
French) [Paris, France]. 


In vitro studies showed that normal human serum 
is capable of fixing a part of the histamine that is 
added to it. This histaminopexic power, which can be 
measured and expressed in terms of percentage, is lack- 
ing in the serum of patients with allergic manifesta- 
tions (asthma, urticaria, Quincke’s edema, eczema, 
migraine, active gastroduodenal ulcers, acute rheu- 
matic fever, chronic evolutive polyarthritis, and tuber- 
culosis in its predominantly allergic forms). The high 
plasma histamine levels constantly found in all allergic 
patients are entirely distinct from the increased plasma 
histamine levels resulting from an antibody-antigen 
reaction: allergic hyperhistaminemia is a basic condi- 
tion characterizing a particular terrain. 

Tests showed that, when patients with asthma were 
given injections of normal human serum, the hista- 
minopexic power of their own serum gradually in- 
creased and the allergic attacks became milder, 
disappearing completely when the power of the serum 
reached a normal level (30%). The effect of a subcu- 
taneous injection of normal human serum on patients 
with allergic manifestations of various kinds was there- 
fore investigated in 8 patients with asthma, 8 with 
urticaria, 5 with migraine, 4 with eczema, and 2 with 
gastric or duodenal ulcer. These conditions. which 
had resisted the usual forms of treatment, were often 
of several years duration when the patient was first 
seen. Almost all the patients either had concurrently 
or had had allergic manifestations of some other kind, 
e. g., asthma and eczema, asthma and gastroduodenal 
ulcer, urticaria and migraine, eczema and acute rheu- 
matic fever. Allergic disease was also found on inquiry 
to have been present in other members of the family 
in 60% of the cases. Relief was complete, at least for 
a time, in 23 of the patients; 2 were partially im- 
proved; and 2 (both with asthma) were not improved. 
Later trials showed, however, that it was always poss- 
ible to find a normal human serum that would be 
efficacious in a given patient, even though the first 
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ones used proved ineffective. Clinical improvement 
usually appeared 2 or 3 weeks after the injection, and 
the disappearance of the allergic symptoms lasted at 
least 4 months and persisted in some patients for more 
than 3 years. The treatment, which was on the whole 
equally efficacious regardless of the source of the 
serum, the nature of the allergic condition, or the age 
of the patient, was successfully repeated in 8 patients 
who had relapses. 

The fact that acquired histaminopexic power, un- 
like normal histaminopexic power, disappears when 
the serum is heated to 56 C for 15 minutes provides a 
simple test by which the 2 may be differentiated. It 
also makes it possible to determine when an injection 
of normal human serum is indicated in a patient with 
an allergic condition and when such an_ injection 
should be repeated after a relapse. 


Blood Disorders Caused by Drug Sensitivity. M. M. 
Wintrobe and G. E. Cartwright. A.M.A. Arch. Int. 
Med. 98:559-566 (Nov.) 1956 [Chicago]. 


A review of the literature revealed a number of 
agents occasionally associated with the development 
of blood dyscrasias. Mechlorethamine hydrochloride, 
triethylene melamine, urethan, benzene, busulfan 
(Myleran), demedesacetyl-methylcolchicine (Demecol- 
cine), antimetabolites, and phenylhydrazine were list- 
ed among the agents associated with the predictable 
development of hematopoietic disorders. Aminopyrine, 
thiouracil, propylthiouracil, methylthiouracil, and sul- 
fadiazine were some of the agents associated occasion- 
ally with the occurrence of leukopenia and granulo- 
cytopenia. Aminopyrine, phenylbutazone, thiouracil, 
carbimazole, trimethadione, sulfathiazole, sulfisoxa- 
(Gantrisin), tripelennamine  (Pyribenzamine), 
chloramphenicol, organic arsenicals, chlorpromazine, 
and dinitrophenol were some of the agents associ- 
ated with the development of thrombocytopenia and 
purpura. Sulfonamides, allylisopropylacetlcarbamide 
(Sedormid), quinidine, quinine, gold salts, organic 
arsenicals, and possibly oxytetracycline (Terramycin), 
aminosalicylic acid, phenylbutazone, and trimethadi- 
one were some of the agents associated with the 
occurrence of pancytopenia, or aplastic anemia. 
Arsenobenzols, chloramphenicol, 3-methyl-5, 5-phenyl- 
ethylhydantoin (Mesantoin), gold compounds, and 
trinitrotoluene were some of the agents associated 
with the development of hemolytic anemia. 

There appear to be several mechanisms whereby 
such dyscrasias may develop. As yet no means has 
been devised whereby the potential toxicity of an 
agent or the sensitivity of an occasional person may 
be detected. It is therefore all the more necessary that 
therapeutic agents be used with discrimination and 
that the public avoid self-medication. A subcommittee 
of the A.M.A. Council on Pharmacy and Chemistry’s 
Committee on Research is now attempting to devise a 
system for prompt reporting of observed untoward 
effects and rapid warning of physicians, which may 
help to avoid some of the unhappy results that have 
hitherto been observed with the use of various thera- 
peutic agents. 
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_ BOOK REVIEWS 


Manual of Recovery Room Care. By members of Department 
of Surgery, New York Hospital—Cornell Medical Center. Edited 
by John M. Beal, M.D. Cloth. $3.75. Pp. 111, with 24 illustra- 
tions. The Macmillan Company, 60 Fifth Ave., New York 11; 
Macmillan Co. of Canada, Ltd., 70 Bond St., Toronto 2, Canada, 
1956. 

The preface and foreword of this small volume re- 
veal that both this collection of information dealing 
with the immediate postoperative management of pa- 
tients and the present recovery room at the New York 
Hospital-Cornell Medical Center have been dedicated 
to the memory of Dr. Eugene H. Pool, who was instru- 
mental in the development of the first recovery room 
at that hospital in 1907. This manual consists of 14 
chapters written by 15 members of the department of 
surgery at the center. These chapters deal with general 
considerations; administrative considerations; nursing 
in the recovery-room; respiration, circulation, and pain; 
giving of fluids intravenously; care of the gen- 
eral surgical, thoracic, neurosurgical, ophthalmological. 
plastic surgery, urologic, otolaryngologic, and ortho- 
pedic patients; and the management of cardiac ar- 
rest. A limited number of references, grouped accord- 
ing to chapters, appear at the end of the volume. 
There is a good index. Since the great value of recov- 
ery rooms has now been amply demonstrated, the 
publication of this manual covering the development 
and maintenance of such a hospital unit is indeed 
timely. Although in some areas this book describes 
the practice in only one institution, the essential factors 
inherent in the construction and management of any 
recovery room are considered, The value of this man- 
ual might be enhanced by the addition of a few more 
references, such as those to other recovery-room rec- 
ords or to the physical setup in other institutions. The 
inclusion of discussion on more safeguards for the ad- 
ministration of oxygen therapy would be advisable. 
The illustrations are good and are well selected. 
The arrangement and format of this book are excellent. 
The editor is to be commended for this timely pub- 
lication that so well illustrates the essential need for 
teamwork and understanding between surgeon, anes- 
thesiologist, and nurse. This manual is highly recom- 
mended to anyone concerned with the care of surgical 
patients. 


Clinical Urology for General Practice. By Justin J. Cordonnier, 
M.D., F.A.C.S., Professor of Urology, Washington University 
School of Medicine, St. Louis, Missouri. Cloth, $6.75, Pp. 252, 
with 47 illustrations. C. V. Mosby Company, 3207 Washington 
Blvd., St. Louis 3, 1956. 


This much-needed manual for the general physician 
is compact and divided into appropriate sections for 
easy reference. The text is accurate and is based on the 
author's personal experiences, References to detailed 


articles are made where indicated. A brief concept of 
pathophysiology introduces each section. The more 
commonly encountered urologic disturbances are con- 
cisely described, with excellent, current therapeutic ap- 
proaches. Although there are but few diagrams and 
illustrations, excellent x-ray reproductions illustrate 
many diagnostic features. The book is recommended 
for the libraries of all physicians. 


Cole’s Practical Physiological Chemistry. Revised and _ re- 
written by Ernest Baldwin, Ph.D., Professor of Biochemistry at 
University College in University of London, and David James 
Bell, Sc.D., F.R.S.E., Senior Biochemist, Agricultural Research 
Council Poultry Research Centre, Edinburgh. 10th edition. Cloth. 
$6. Pp. 263, with 24 illustrations. W. Heffer & Sons, Ltd., 3-4 
Petty Cury, Cambridge, England; Williams & Wilkins Company, 
Mount Royal and Guilford Aves., Baltimore 2, 1955. 

This book is the 10th edition of a textbook in bio- 
chemistry that first appeared in 1904. The ninth 
edition was published about 20 years ago and _bio- 
chemistry has made huge strides since that time. 
Descriptions of over 200 experiments are interspersed 
throughout the text. Most of these experiments are 
rather simple, require a minimum amount of time to 
perform, and usually give fairly satisfactory results. 
The textual material is fairly brief, and the subject 
matter covered is less complete than that in many 
standard biochemical textbooks. The book contains 
13 chapters, 6 of which are devoted mostly to qualita- 
tive and quantitative analyses of blood and_ urine. 
Other chapters cover such subjects as hydrogen ion 
concentration; physical properties of solutions; re- 
actions of carbohydrates, proteins, and lipids; the 
chemistry of some foods; and digestion and digestive 
enzymes. The volume contains a general index. 


Medicinal Chemistry. Volume UI. By T, P. Carney et al. 
Editors: F. F. Blicke and R. H. Cox. Associate editor: L, A. 
Woods. Assistant editor: Harriet Geer. Series of reviews pre- 
pared under auspices of Division of Medicinal Chemistry of 
American Chemical Society. Cloth. $10.50, Pp. 346, with illus- 
trations. John Wiley & Sons, Inc., 440 Fourth Ave., New York 
16; Chapman & Hall, Ltd., 37-39 Essex St., Strand, London, 
W.C.2, England, 1956. 

This third volume of the “Medicinal Chemistry” 
series contains reviews on methadone and _ related 
compounds, quaternary ammonium germicides, non- 
mercurial diuretics, and synthetic analogues of physo- 
stigmine. The subject matter is treated in much the 
same manner as in previous volumes. Most of the 
material is contained in tables, but there is generally 
some discussion of the chemistry of the compounds, 
the relation between structure and activity, the mode 
and measurement of physiological action, and the 
clinical applications. Each chapter contains numerous 
references to the literature, and the book also includes 
a general index. 
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QUERIES AND 


EXAMINATION FOR TAXI DRIVERS 


To THE Eprror:—Please comment on the examination 
that should be made on an applicant who plans to 


drive a taxicab. M.D., Kentucky. 


Answer.—According to the Municipal Code of 
Chicago, a public chauffeur must be of sound physi- 
que, have good sight, and not be subject to epilepsy, 
vertigo, heart trouble, or other infirmity of body or 
mind. Therefore, a complete physical examination 
including a chest x-ray and laboratory tests, such as 
urinalysis and blood cell count, should be made on an 
applicant for license to drive a taxicab. 


HEADACHE 

To tur Eprror:—A physician, 57 years of age, has had 
a dull, nonthrobbing, almost continuous frontotem- 
poral headache for eight and a half months. The 
headache is worse on the left side and is often asso- 
ciated with tinnitus. Neurological tests, reflexes, eye- 
grounds, spinal fluid, electroencephalogram, cere- 
bral angiogram, and blood cell count have all been 
normal. His blood pressure is 130/80 mm. Hg. There 
has been no glycosuria at any time and the electro- 
cardiogram is normal. The 11-ketosteroid and the 
17-ketosteroid levels have been within normal limits. 
The glucose-tolerance test shows the blood sugar 
level to be 161 mg. per 100 cc. after fasting and 269 
mg. one-half hour, 208 mg. two hours. and 198 mg. 
three hours after injection of glucose. A previous 
test was similar except that the fasting blood sugar 
level was 106 mg. per 100 ec. The headache is sub- 
ject to some variation in intensity and at times has 
shown lessening for several days. It does not respond 
to aspirin. Hay fever and asthma have been present 
at times for years. Refraction of the eyes is satis- 
factory. The sinuses are uninvolved, and x-rays of 
the cranium are normal except for slight osteoporo- 
sis circumscripta. Please supply suggestions for diag- 
nosis. M.D., California. 


Answer.—Classification of the type of headache that 
is present in an individual case is based on the site, 
source, and character of the pain, on the frequency 
and duration of the attacks and on the nature of any 
associated manifestations. Pain in the head may origi- 
nate in one of the following anatomic structures: (1) 
the tissues covering the cranium, (2) the cranial peri- 
osteum and endosteum, and (3) certain intracranial 
structures. The great venous sinuses and their venous 
tributaries from the surface of the brain, parts of the 
dura at the base of the brain, the dural and cerebral 
arteries, the trigeminal nerve, the glossopharyngeal 
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nerve, the vagus nerve, and the first three cervical 
nerves are sensitive to pain. The cranium, the brain 
itself, most of the dura, the piarachnoid, the choroid 
plexus, and the ependymal lining of the ventricles are 
insensitive to pain. The glucose-tolerance test should 
be repeated. The patient may have diabetes mellitus. 
Temporal arteritis as a cause of the headache should 
be considered if the sedimentation rate is markedly 
elevated; however, on the basis of the information 
available, it would appear that the headache is func- 
tional in origin and does not have an organic basis. 


POTENTIAL INJURY FROM 
FOAMGLASS PARTICLES 


To tHe Eprror:—I should like to inquire about any 
respiratory danger to art students working on blocks 
of “foamglass.” It is being cut and sanded as marble 
would be sculptured. The teacher wishes to learn 
whether the dust is injurious and whether the stu- 
dents should wear nose masks. 


L. M. Corliss, M.D., Denver. 


Answer.—Foamglass will give rise to no dust con- 
ducive to any significant pulmonary tract disease. 
Some small injury may arise from mechanical injury 
by glass particles spraying into the eves or on the skin. 
It is advisable that students wear simple goggles of 
plain glass. The application of any emollient cream 
to the hands and forearms may facilitate skin clean- 
ing, thus avoiding the abrasive action of larger glass 
particles. If the work leads to a substantial dustiness, 
it may be desirable but not necessary to wear inex- 
pensive filter masks of the Martindale type. 


MEASURING CAPILLARY PRESSURE 
To rue Eprror:—Is there a simple technique for check- 

ing capillary pressure? 
Morgan E. Scott, M.D., Williamsburg, Va. 


Answer.—Capillary pressures may be measured by 
either of two types of procedure: (a) direct measure- 
ment of capillary pressures by insertion of a micropipet 
filled with saline solution into a capillary under micro- 
scopic contrcl, the pressures being read at the point 
where blood corpuscles first appear in the micropipet, 
and (b) indirect measurement of the external pressure 
necessary to cause the collapse of the capillaries of the 
skin. This can be done by placing a cover glass on the 
surface of the skin and adding weights until the skin 
begins to blanch, or else pressure may be applied in 
the region of the nail bed and a low-power micro- 
scopic view obtained of the collapse of individual 
capillaries. By means of cedar-wood oil the surface 
layers of the epidermis can be made transparent and 
the capillaries readily seen. These indirect methods 
are not accurate because of the many variables that 
determine the end-point. The direct method and the 
equipment needed have been described by Landis 
(Heart 15:209, 1930). The apparatus necessary for 


ty 
> 


220 QUERIES AND MINOR NOTES 


this type of measurement would have to be assembled 
by the investigator using parts obtained by commer- 
cial suppliers of scientific equipment. It is difficult 
and unsuitable for routine clinical work. 


TORTICOLLIS AT BIRTH 


To THE Eprror:—A baby had torticollis at birth. Now 
she is 9 years old, and the torticollis is a little better 
but her family is very unhappy about the condition. 
Is an operation indicated? 


I. Lutfi Vural, M.D., Yenisehir-Ankara, Turkey. 


Answer.—Torticollis present at birth is most com- 
monly due to fibrous contraction of one sternomastoid 
muscle, the cause of which is not certain. The generally 
favored view is that rupture of the unique arterial 
supply to this muscle at birth leads to ischemic necro- 
sis. Adequate surgical treatment would require a 
muscle transplant. Other possible causes are the 
Klippel-Feil syndrome ( congenital fusion of the bodies 
of two or more cervical vertebrae) or congenital dis- 
location of the odontoid process of the axis. It should 
be possible to exclude these by roentgenograms. It 
is highly unlikely that the condition is due to neuro- 
logical disorder if it was present at birth. 


ULTRASONIC THERAPY FOR DUPUYTREN’S 
CONTRACTURE 


To tHE Eprror:—I would appreciate information on 
the use of ultrasonic wave and its results in 
Dupuytren’s contracture. 

R. W. Poborsky, M.D., Chicago. 


Answer.—A limited number of cases of Dupuytren’s 
contracture have been reported in the American lit- 
erature to have been favorably affected by use of 
ultrasound. However, ultrasonic energy and therapy 
should net be considered as a specific treatment for 
any disease. If applied properly and safely, it may be 
a useful adjunct in producing relief from such symp- 
toms as pain, soreness, and tenderness associated with 
nonspecific types of bursitis, periarthritis, fibrositis, 
and myofascitis. It would appear that the use of 
ultrasonic energy, as a means of decreasing the con- 
tracture present in Dupuytren’s contracture, is vet to 


be established. 


REPEATED X-RAY EXAMINATION OF UPPER 

GASTROINTESTINAL TRACT 

To tHE Eprror:—Would a person who has had x-ray 
examinations of the upper gastrointestinal tract 
every six months for the past 10 years because of a 
precancerous lesion be exposed to enough radiation 
in the years to come to put him in the same category 
as one exposed to excessive ionization, with its possi- 
ble sequela? M.D., Michigan. 


Answer.—If the examination of the upper gastro- 
intestinal tract consists of a routine fluoroscopic exam- 
ination, which should not last more than four or five 
minutes at the outside, and two or three films, this 
type of examination would be quite safe under the 
conditions described. 


J.A.M.A., January 19, 1957 


CLOTS IN THE MENSTRUAL FLOW 
To tHE Eprror:—Do clots in the menstrual flow have 
any special significance? M.D., New Jersey. 


Answer.—It is generally believed that menstrual 
blood clots in most instances, but it undergoes liquefi- 
cation in the uterine cavity because of fibrinolytic 
enzymes. The blood in the vagina is therefore not 
whole blood but serum that no longer contains 
thrombin, prothrombin, or fibrinogen. The presence 
of small clots in the blood that escape from the vagina 
during menstruation is not abnormal. Fluhmann 
(Management of Menstrual Disorders, ed. 2, Phila- 
delphia, W. B. Saunders Company, 1956) says that 
the menstrual discharge in over 50% of instances fails 
to clot, which is in marked contrast with normal 
coagulation of blood obtained from stab wounds in 
the cervix or expelled from the uterus in pathological 
conditions. 


PAIN AFTER LIGATION OF VAS DEFERENS 


To rue Eprror:—A patient had a bilateral ligation of 
the vas deferens six months ago. He now has an al- 
most constant aching in the pubic region. Physical 
examination (prostate, barium enema, urinalysis) is 
essentially normal. Could the ligation of the vas 
deferens account for the pain? 

W. H. Mills, M.D., Greensboro, N. C. 


Answer.—The division of the vas deferens should not 
result in any aching pain in the pubic region, especial- 
lv if physical examination shows the prostate, urinary 
tract, and lower rectum to be entirely normal: Ligation 
of the vas deferens causes no pain except temporarily 
at the site of division. Occasionally, there is a retro- 
grade descent of urine up the cut end of the vas into 
the groin, and this may give a temporary inflammatory 
reaction. 


SPONTANEOUS PNEUMOTHORAX 


To tHE Eprror:—A 30-year-old plumber’s helper ex- 
perienced a knife-like pain in the left side of the 
chest and partially blacked out. He had had a cold 
for one week before this. A chest x-ray showed col- 
lapse of the left lung to the hilus, with blunting of 
the left costovertebral angle. The latter may have 
dated from an auto accident in 1947, when there 
were fractures of several ribs. Might there be any 
connection between the collapse of the left lung and 
his occupation? The patient repeatedly goes into 
boilers to remove boiler scale from crude oil. He 
thinks that the scale is a yellow or brown sulfur 
product and states that it is so potent that, if moist- 
ened with water, it eats holes in his clothes. 


M.D., Alaska. 


Answer.—Nothing in this description suggests direct 
causation from any occupational pursuit. The descrip- 
tion of the episode conforms well to the pattern of 
spontaneous pneumothorax in which the role of infec- 
tion or previous injury is significant. It is possible that 
scale residues in oil-fired furnaces might possess irri- 
tant properties, but dusts therefrom primarily would 
bring about irritation of the mucous membranes of 
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the upper respiratory tract as the initial damage. The 
occurrence of the pneumothorax apart from chemical- 
lv caused upper tract involvement tends to negate all 
opportunity to associate the collapse with any occu- 
pational origin. 


USE OF EPHEDRINE IN HYPERTENSIVE 
PATIENTS 
To tHe Eprror:—Is use of ephedrine contraindicted 
in patients with hypertension and pulmonary 
emphysema? 

I. Lutfi Vural, M.D., Yenisehir-Ankara, Turkey. 


Answer.—In the ordinary dosage there would seem 
to be little danger from using ephedrine in’ such 
patients. Hypertensive patients do not seem to be 
more unusually sensative to this drug than do nor- 
motensive patients. 


VITAMINS FOLLOWED BY ALCOHOL 

To tHe Eprror:—If a person takes vitamins followed 

by wine or beer, would that destroy their efficiency? 
Perry B. Preston, M.D., Newark, N. J. 


Answer.—There is no information to suggest that 
the presence of alcohol in the gastrointestinal tract, in 
small quantities, would affect the efficiency of ab- 
sorption of the vitamins. 


EXPOSURE TO VIBRATING TOOL 

To rHe Eprror:—One year ago, a 35-year-old man 
began to suffer from coldness, blanching, numbness, 
and burning of the fingertips of both hands, more 
marked on the right. These symptoms were more apt 
to occur in the morning and on exposure to cold, 
with general improvement during the stemmer, Ex- 
amination reveals only coldness of both hands and 
paresthesia of the right thumb and first and second 
fingers. Neurological consultation revealed no addi- 
tional information. A Venereal Disease Research 
Laboratory test on the spinal fluid was negative and 
the colloidal gold curve was 0001111000. X-rays of 
the chest, cervical spine, right wrist, and right hand 
were normal, In March, 1952, the patient worked as 
a laborer in a limestone mine, at which time his 
preplacement examination was reported as normal. 
In June, 1952, he became a driller in this mine, and 
has worked in this capacity since. The mine is locat- 
ed at a depth of 2,260 ft., with an average tempera- 
ture of from 80 to 83 F. The average humidity is 
80%, but the dew point is reached on some drilling 
operations. The operators are subject to vibratory 
contact through their feet via the drill deck, averag- 
ing three to four hours per shift, and through their 
hands, averaging 12 to 17 minutes per shift. Is it 
likely that his Raynaud's phenomenon is idiopathic 
or occupational in origin? If occupational, could it be 
due to vibration? M.D., Ohio. 


ANswer.—At all times the possibility of this condi- 
tion existing on an idiopathic basis is recognized. Not- 
withstanding, the manifestations described along with 
the work history are quite inconsistent with a variety 
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of hand conditions growing out of exposure to vibrat- 
ing tools. However, a few features do not conform to 
the usual pattern of such affection. Thus, for example, 
a work point temperature of 83 F is less favorable to 
the appearance of this condition than 33 F or there- 
abouts. The query mentions a drilling unit, but it is 
not known whether it is powered by air under pressure 
or by electricity. If air pressured, it is possible that 
escaping air at the vent port may lead to marked 
chilling of the tool. If so, this becomes important as a 
contributory factor. One diagnostic step of importance 
may reside in the determination of the time required 
for the hand temperature to return to normal under 
controlled conditions and after immersion in ice water 
at 35 F for five seconds. The details of this procedure 
are set forth by Dart in his “Effects of High Speed 
Vibrating Tools on Operators Engaged in the Airplane 
Industry” (Occup. Med. 1:515, 1946), which will af- 
ford sufficient guidance that an exact diagnosis can be 
provided if the described situation is of occupational 
origin. 


REFRACTORY ANEMIA 

To rae Eprron:—A 65-year-old man with refractory 
anemia had a red blood cell count of 2,300,000 per 
cubic millimeter and 54% hemoglobin nine months 
ago. A gastric analysis showed no free hydrochloric 
acid and 14 degrees total acid.ty. Injections of vita- 
min Be were instituted and the patient received 
several blood transfusions, but improvements in 
the blood picture were of short duration, At another 
time the hemoglobin level was 11.1 gm. per 100 ce. 
and there were 24,600 platelets, 3,100,000 red blood 
cells, and 1,200 white blood cells per cubic milliliter. 
The differential count showed 3% cosinophils, 1% 
basophils, 20 staff cells, 12% segmented cells, 81% 
lymphocytes, and I monocytes. The lymphocytes 
were of normal morphology, and there was no evi- 
dence of leukemia, The reticulocyte count was 0.5%, 
the hematocrit 33%, the mean corpuscular volume 
110 cu. p, the mean corpuscular concentration 36.9%, 
and the mean corpuscular hemoglobin concentration 
33.5%. What type of anemia would this be and what 
specific therapy would be helpful? \t.D., Texas. 


Answer.—There are a number of diagnostic possibil- 
ities that are not ruled out from the data given. Hema- 
tological changes similar to those described can be 
found whenever the spleen is enlarged, as in cirrhosis 
of the liver with congestive splenomegaly and granu- 
lomatous diseases involving the liver and spleen. One 
must assume, therefore, that the patient has no signifi- 
cant hepatic disease, splenomegaly, lymph node en- 
largement, or fever. Even with this assumption, one 
cannot make a definitive statement about diagnosis or 
therapy until a bone-marrow examination is done. Ev- 
idences of subleukemic leukemia, multiple myeloma, 
carcinomatous metastases, and myelofibrosis are found 
not infrequently under these circumstances. On the 
other hand, if megaloblasts are present, one would 
suspect that the patient had a folic acid deficiency and 
treat him accordingly. But if the anemia is truly a re- 
fractory anemia as a manifestation of bone-marrow 
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failure, the marrow will be normally cellular to hypo- 
cellular and show no abnormal forms. The cytopenia 
under these circumstances may be due to a failure of 
production of cells, to an increased rate of their de- 
struction, or to a combination of the two factors. At 
times, the rate of destruction is so great that the mar- 
row, even though it might be making cells at a rate 
greater than normal, cannot keep up—bringing about a 
state of relative hypoplasia or marrow failure. It would 
be distinctly worthwhile, if possible, to detect a hemo- 
lytic component to the anemia (as by tagging the red 
blood cells with radiochromium and measuring their 
life span within the circulation and aiso by performing 
a Coombs test for the detection of red blood cell anti- 
bodies. 

Transfusions with fresh, whole blood remain the 
core of any treatment program for refractory anemias, 
It is good practice to give enough blood to keep 
the hemoglobin level, if possible, at 9 gm. per 100 cc. 
or above. Cross match procedures should include an in- 
direct Coombs test. A few patients with refractory 
anemia show improvement when they are given mod- 
erately large doses of Meticorten (10 mg. four times 
daily ). If a good response is obtained, the dose should 
be slowly decreased to the minimum level capable of 
maintaining the improvement. If Meticorten is ineffec- 
tive, one might try giving cobalt (50 to 100 mg. of co- 
baltous chloride per day), but this substance is only 
rarely helpful, and many patients find it difficult to 
tolerate these doses. Lastly, a thorough search for ex- 
posure to possible bone-marrow toxins should be 
made, Organic solvents, aniline dyes, heavy metals, and 
drugs must all be suspect. 


AGENESIS OF THE BREAST 

To tHE Eprror.—What is the treatment for a 13-year- 
old girl with a left breast that is not developing? 
She began menstruating at 11, and her right breast 
has developed normally in line with her adolescent 
changes. She is normal in other respects. Her left 
pectoral muscles are normal, and the nipple of the 
left breast is present. Are there any other causes of 
this condition besides a congenital anomaly? Can 
the breast be stimulated to grow? Is plastic surgery 
indicated to correct the appearance of this condi- 
tion? Is cancer more apt to develop in this kind of 
breast? Is a biopsy recommended? I would like to 
avoid making the girl too self-conscious or too can- 
cer-conscious, M.D., Michigan. 


This inquiry was referred to two consultants, whose 
respective replies tollow.—Ep. 


Answer.—This girl probably has an anomaly of de- 
velopment. The nipple and the gland tissue develop 
normally without close dependence of one on the oth- 
er, and therefore the presence of the left nipple is not 
an argument against the hypothesis of failure of devel- 
opment of the gland tissue. No other causes of this 
condition are known. Since the girl’s own hormones 
have acted successfully on the right side, endocrine 
treatment could not be expected to be helpful. If the 
patient is reassured, wears an artificial breast, and has 
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a good psychological consultation, this would be ade- 
quate treatment. Plastic operation would be of no 
value and might be harmful. 


AnswerR.—The condition described can only be 
called agenesis of the breast, which is to be consid- 
ered a congenital anomaly for which there is no indi- 
cated treatment. Plastic surgery should not be tried 
in a girl of this age nor considered until the left breast 
has achieved full maturity, at a much later date. It is 
barely possible that by the time the left breast is fully 
matured, plastic surgery will have arrived at such a 
point that serial implants of fatty tissue may be able 
to compensate for the absence of the breast. There is 
no reason to suppose that cancer is more likely to de- 
velop in this breast, and it is more likely not to. There 
seems to be no indication for a biopsy. An attempt 
should be made to find a plastic breast that can be 
used by this girl for cosmetic purposes, 


PREGNANCY AT 49 YEARS OF AGE 


To tHE Eprror:—Is it unusual for a woman 49 years 
of age to have a child after nine years of childless 
marriage?P M.D., Maine. 


ANswER.—Pregnancy after 46 vears of age is very 
unusual. Davis and Seski (Surg. Gynec. & Obst. 
7:145, 1948) say that at the Chicago Lying-in Hospi- 
tal only two women of 46 and two of 48 gave birth to 
children in over 50,000 deliveries. Eastman ( Williams 
Obstetrics, ed. 10, New York, Appleton-Century- 
Crofts, Inc., 1950, p. 200) says that pregnancy after 
the age of 47 is rare. In 65,000 deliveries at the Johns 
Hopkins Hospital only one such case was recorded and 
that in a feeble-minded colored woman who stated 
she was 49 but may not have known her correct age. 
Greenhill (Obstetrics, ed. 11, Philadelphia, W. B. 
Saunders Company, 1955, p. 102) delivered a woman 
52 vears of age, but she had had two previous chil- 
dren. While it would be an extreme rarity for a 
woman of 49 who had been married for nine years 
without a pregnancy to conceive, it is not impossible, 
especially if she were still menstruating regularly at 
the age of 49. 


STORAGE OF IRON IN THE BODY 


To rue Eprror:—What is the average storage in the 
adult body of metallic iron, expressed in grams? 
How much iron can be safely given at one time 
intravenously: M.D., New York. 


ANsweR.—The average store of metallic iron in a 
healthy adult body is 3 to 5 gm., about 55% of which 
is in the circulating hemoglobin. The amount of iron 
that can be given safely at a single dose intravenously 
is related to the total number of doses given and the 
patient’s condition in relation to his iron metabolism. 
Iron in high concentration is cytotoxic. Frequent 
transfusions may lead to transfusion hemosiderosis. 
Each pint of blood contains 0.2 to 0.25 gm. of iron. In 
hemochromatosis there is an iron overload frequently 
associated with fibrosis of the liver, diabetes, and 
evidence of myocardial damage, although it is not 
clear how much of this syndrome is due to the toxic 
effects of the iron. 
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PERMANENT REMOVAL OF EXCESS HAIR 


To THE Eprror:—Please discuss the techniques of per- 
manently removing excess hair for cosmetic reasons, 
and supply information regarding the type of short- 
wave apparatus apparently being used in beauty 
salons. 

Russell O. Settle, M.D., Leavenworth, Kan. 


Answer.—Two methods or techniques used for the 
removal of hair are electrolysis and surgical diathermy. 
The former seems to be more commonly used by 
dermatologists than the latter. In electrolysis, a direct 
current is applied by means of a needle (the active 
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electode connected to the negative pole of the source 
of direct current), which is inserted into the hair 
follicle, and a dispersive inactive electrode. High- 
frequency short-wave currents from surgical diathermy 
units, whose currents can be adjusted to a fine degree, 
are used for the removal of hair. A discussion of 
electrolysis can be found in the article by Cipollaro 
entitled Electrolysis in “Handbook of Physical Medi- 
cine and Rehabilitation,” selections authorized for 
publication by the Council on Physical Medicine and 
Rehabilitation, American Medical Association (New 
York, Blakiston Company, 1950). 
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From time to time there will be published in this section of THe Journat brief but not neces- 
sarily complete reviews of some of the newer clinical aspects of medical research and practice. 
This material is gathered specifically for Tue JourNaAL.—Eb. 


BLOOD COAGULATION 


Some years ago, it was stated in these pages’ that 
“in the process of blood coagulation, thromboplastin 
acting on prothrombin in the presence of calcium 
forms thrombin, which in turn causes fibrinogen to 
change to fibrin.” 

Essentially this concept is still accepted today. As 
it was thought then so it is today that there are certain 
factors that accelerate the process of blood coagula- 
tion. Many different names have been given to several 
of these factors that have been discovered in recent 
vears. A good deal of confusion has been created as 
different investigators refer to one and the same sub- 
stance by different names. In some instances it is not 
certain whether they do refer to the same substance. 
Some accept the existence of certain of these acceler- 
ators or activators of blood coagulation while others 
deny it. National and international bodies have now 
tried to bring some order into this confusion. 

In Britain, a group met in Oxford in July this year 
and agreed on certain recommendations that were sub- 
mitted to the International Committee on Blood Clot- 
ting Factors. This committee, under the chairmanship 
of Irving $. Wright, met during the sixth Congress of 
the International Society of Hematology in Boston in 
September. General agreement appears to exist that 
prothrombin is a single substance that is converted 
into thrombin during blood coagulation. According 
to W. H. Seegers,” Wayne State University, Detroit, 
prothrombin is a glycoprotein with a molecular weight 
of about 68.000; it contains 18 amino acids and carbo- 
hydrate. The view of this worker that prothrombin 
can slowly change to thrombin in the absence of any 
other substances is at this time not generally accepted. 
Although some do and others do not agree with him 
that pure prothrombin will change slowly to thrombin 
in such concentrated solutions as for instance 25% 
sodium citrate, there is general agreement that in 
normal blood coagulation the presence of certain 
accelerator substances is necessary to convert pro- 
thrombin to thrombin at the normal rapid rate. Factors 


that are generally recognized to play an essential part 
in blood coagulation under physiological conditions 
are calcium ions; factor V, which is thought to be 
identical with “accelerator globulin” (Ac-globulin), 
“pro-accelerin,” “prothrombin accelerator,’ and “labile 
factor’; factor VII, which is thought to be identical 
with “serum prothrombin conversion accelerator’ 
(SPCA), “pro-convertin,” “autoprothrombin I,” and 
“stable factor”; factor VIII, which is thought to be 
identical with “alpha prothromboplastin,” “antihemo- 
philic globulin,” “thromboplastinogen A,” and _plate- 
let co-factor I”; and factor IX, which is thought to be 
identical with “Christmas factor,” “plasma thrombo- 
plastin component” (PTC), “beta prothromboplastin,” 
“thromboplastinogen B,” “platelet co-factor I,” and 
“autoprothrombin II.” 

Seegers’ believes that during normal blood coagula- 
tion some of the prothrombin is converted into “auto- 
prothrombin I” and “autoprothrombin II.” He has 
stated that about 8% of prothrombin becomes “auto- 
prothrombin I,” and a considerable proportion, as yet 
uncalculated, becomes “autoprothrombin II.” When 
these factors have thus been formed, he believes that 
they play their part in the coagulation process together 
with the other substances that have been known to 
act as activators and catalysts. 

Some of these substances have been linked with 
certain hemorrhagic disorders: “parahemophilia” is 
thought to be a factor V deficiency. “Hypoproconver- 
tinemia’ or SPCA deficiency has been related to factor 
VII. Some workers believe* that a substance present 
in the plasma or serum in classic hemophilia inhibits 
the action of the antihemophilic factor (factor VIII), 
and that in Christmas disease, or PTC deficiency, there 
is a decrease in the concentration of factor IX (“Christ- 
mas factor’). 

It is of interest to observe the variations in the con- 
centration of these substances during anticoagulant 
therapy. Anticoagulants appear to act by different 
mechanisms. At Wayne State University, Detroit, a 
study is now in progress to test the effects of 10 differ- 
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ent anticoagulants on the concentration of the various 
factors that normally take part in the process of blood 
coagulation. 

The determination of the prothrombin concentration 
is in general a satisfactory means of controlling anti- 
coagulant therapy. A method for the routine determi- 
nation of plasma prothrombin has been described 
recently.” P. M. Arscott, J. L. Koppel, and J. H. Ol- 
win,” Presbyterian Hospital, Chicago, claim that the 
TAMe assay is a satisfactory and desirable substitute 
for the presently used one-stage and two-stage tech- 
niques and that the method is reliable and clinically 
useful. 

While a good deal of interest has been focused on 
substances that prolong coagulation time, relatively 
little attention has been paid to factors that mav be 
important in contributing to the occurrence of 
thromboembolic incidents apart from the state of the 
vessel walls. Certain dietary factors are now suspected 
to influence the coagulability of the blood. 

Impetus to intensive work in this field has come 
from the observation that, at any rate, in the test tube 
human blood clots more quickly after the ingestion of 
fat. Whether this effect may be of clinical importance 
in the etiology and management of coronary thrombo- 
sis and thromboembolism following surgical opera- 
tions and childbirth is a question as vet to be answered. 
If the ingestion of fat does increase the coagulability 
of blood in vivo, it may also be of interest in the con- 
trol of gastrointestinal bleeding and hemorrhage from 
large surfaces. 

At a meeting of the Physiological Society of Phila- 
delphia in 1951,’ it was reported that the ingestion of 
cream by healthy subjects and patients suffering from 
a variety of diseases, with the exception of cancer, 
produced a significant shortening of the coagulation 
time. Blood from cancer patients gave a subnormal 
response.” The exacting technique required to insure 
reliable and comparable results in the determination 
of the blood coagulation time makes it unlikely that in 
its present form this test may become a laboratory aid 
in the diagnosis of cancer. At Temple University, 
Philadelphia, J. M. Waldron and his colleagues are 
now directing their efforts toward determining the 
mechanism that causes the difference in coagulation 
time. 

British® and Italian'’ workers have also reported 
that the intake of fat shortens the coagulation time. 
J. R. O'Brien, Portsmouth, England, is now convinced 
that after a meal containing fat there is a significant 
shortening of the coagulation time as measured by in 
vitro methods in the laboratory. The pace of these in- 
vestigations has been mounting rapidly on both sides 
of the Atlantic. In a recent study in the United States, 
the effects of meals containing butterfat, corn oil, 
coconut oil, and sardine oil emulsified with skim milk 
were compared with those of boiled rice and sugar 
emulsified in a similar amount of skim milk.'' All the 
fatty meals produced a significant shortening of the 
coagulation time. There appeared to be no correlation 
between visible lipemia and coagulability. Average 
coagulation times were 4 minutes shorter after the fish 
oil and 7.3 to 9.2 minutes shorter after the other fats 
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than after the carbohydrate meal, while visible lipemia 
was marked after butterfat and corn oil, almost nil 
after coconut oil, and variable from individual to indi- 
vidual after fish oil. The effect on the coagulation time 
was limited to a few hours after the meal and was not 
cumulative. 

According to the observations of Ancel Keys and his 
collaborators at the University of Minnesota, there 
appears to be no statistically significant difference in 
the shortening of the blood coagulation time produced 
by the ingestion of fats of varying degrees of satura- 
tion. This contrasts with the effects on the blood 
cholesterol level of unsaturated fatty acids reported 
recently.” Several groups of workers have drawn at- 
tention to a possible relation between the phospho- 
lipids in food, in particular ethanolamine phosphatide, 
and the shortening of coagulation time.'* 

The question of the influence of fat ingestion on 
blood coagulation time in man should be considered 
separately and kept apart from a study of the factors 
that may play a part in the etiology of atherosclerosis. 
Its possible clinical implications are intriguing and, if 
proved to be signitcanc in vivo. of major practical 
importance. 
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